













This thesis has been submitted in fulfilment of the requirements for a postgraduate degree 
(e.g. PhD, MPhil, DClinPsychol) at the University of Edinburgh. Please note the following 
terms and conditions of use: 
 
This work is protected by copyright and other intellectual property rights, which are 
retained by the thesis author, unless otherwise stated. 
A copy can be downloaded for personal non-commercial research or study, without 
prior permission or charge. 
This thesis cannot be reproduced or quoted extensively from without first obtaining 
permission in writing from the author. 
The content must not be changed in any way or sold commercially in any format or 
medium without the formal permission of the author. 
When referring to this work, full bibliographic details including the author, title, 





Maintaining Mental Health in Later Life: The Effectiveness of 
Low-intensity Psychological Interventions and Factors associated 
with Mental Health Literacy in Rural-dwelling Older Adults 
 
 

















Doctorate in Clinical Psychology 













University of Edinburgh – Own Work Declaration 
This sheet must be filled in (each box ticked to show that the condition has been 
met), signed and dated, and included with all assessments - work will not be marked 
unless this is done 
Name: Gwendolyn Cremers 
Matriculation Number: 1373579 
Exam No. B056889 
Course/Programme: Doctorate in Clinical Psychology 
 
Title of work: Maintaining Mental Health in Later Life: The effectiveness 
of low-intensity psychological interventions and factors associated with 
mental health literacy in rural-dwelling older adults 
 
I confirm that all this work is my own except where indicated, and that I have: 
Clearly referenced/listed all sources as appropriate                                      
 
 
Referenced and put in inverted commas all quoted text (from books, web,   
etc)  
 
Given the sources of all pictures, data etc. that are not my own  
  
 
Not made any use of the report(s) or essay(s) of any other student(s) either 
past or present                                                                                                            
 
 
Not sought or used the help of any external professional academic agencies 
for the work   
                                                                                                             
Acknowledged in appropriate places any help that I have received from others 
     (e.g. fellow students, technicians, statisticians, external sources)                       
Complied with any other plagiarism criteria specified in the Course handbook  
 
 
I understand that any false claim for this work will be penalised in accordance 
with the University regulations      
    
 





Many thanks to my supervisors Dr. Emily Taylor and Dr. April Quigley and to 
librarian Rowena Stewart, for their expertise and timely advice for which I am very 
grateful. Thanks to the numerous people and organisations in the Borders who 
helped me to recruit and to those who participated. Thanks to my previous 
supervisor Dr. Azucema Guzman for her input into the empirical project. Thanks 
also to my mother-in-law Ann and cousin Lianne. Last but not least, thanks to my 






















Table of Contents 
 
Chapter One: Thesis Abstract ........................................................................ 6 
 
 
Chapter Two: Layperson Summary ................................................................ 8 
 
 
Chapter Three: Systematic Review ................................................................ 11 
Introduction ................................................................................................. 12 
Aims ......................................................................................................... 15 
Method ......................................................................................................... 15 
Eligibility Criteria ....................................................................................... 15 
Search Strategy ........................................................................................ 16 
Selection ................................................................................................... 16 
Data Extraction ......................................................................................... 16 
Quality Appraisal ...................................................................................... 17 
Results ......................................................................................................... 18 
Study Selection ......................................................................................... 18 
Included Studies ....................................................................................... 19 
Intervention Characteristics ...................................................................... 25 
Appraisal of Methodological Quality .......................................................... 27 
Outcomes of Low-Intensity Psychological Interventions ............................ 28 
Discussion  .................................................................................................. 38 
Outcomes ................................................................................................. 38 
Acceptability ............................................................................................. 39 
Target Population ..................................................................................... 40 
Limitations ................................................................................................ 41 
Conclusion ................................................................................................ 42 
Clinical Implications .................................................................................. 43 
 




Chapter Four: Original Research Project ....................................................... 53 
Introduction ................................................................................................. 54 
Gaps in Mental health Literacy Research ................................................. 57 
Objectives & Hypotheses .......................................................................... 58 
Method ......................................................................................................... 59 
Sample ..................................................................................................... 59 
Sample Characteristics. ....................................................................... 59 
Power Calculations ................................................................................... 62 
Research Context ..................................................................................... 63 
Procedure ................................................................................................. 63 
Pilot.  .................................................................................................... 63 
Recruitment .............................................................................................. 64 
Ethics ....................................................................................................... 64 
Measures .................................................................................................. 65 
Reliability .................................................................................................. 66 
Design and Statistical Analyses ................................................................ 66 
Results ......................................................................................................... 67 
Normal Distribution ................................................................................... 68 
Statistical Analyses ................................................................................... 68 
Discussion ................................................................................................... 73 
Implications .............................................................................................. 77 
Study Strengths and Limitations ............................................................... 78 
Conclusion ................................................................................................ 79 
 
References .................................................................................................... 81 
 
Whole Thesis Reference ................................................................................. 90 
Appendices  
Appendix A: Author Guidelines for Clinical Gerontologist ................................... 101 
Appendix B: Quality Appraisal Tool .................................................................... 102 
Appendix C: Author Guidelines for the Journal of Aging & Mental Health .......... 105 
Appendix D: Participant Summary ..................................................................... 106 
Appendix E: University of Edinburgh Ethical Approval ....................................... 110 
Appendix F: NHS Borders Research & Design Approval ................................... 141 
Appendix G: Questionnaire Pack ....................................................................... 142 
Thesis Word Count (excluding appendices & whole reference list): 20,079 
6 
 
Chapter One: Thesis Abstract 
 
Background: Older adults are less likely to access mental health services than younger 
adults despite experiencing similar rates of mental health problems. Older adults 
experiencing mental health problems are more likely to be offered medication than 
psychological interventions compared with younger adults. There is a recognized need 
to increase access to early, psychological intervention and preventative mental 
healthcare for older adults globally. Improving access to mental health services in rural 
areas is a national priority. The combined risks of an ageing population, inadequate 
service preparedness and comparatively poor mental health service utilisation by older 
adults, increases the likelihood of a large-scale mental health crisis. Mental health 
literacy (MHL) is associated with the recognition of mental health needs, service 
utilisation and improved mental health outcomes. Psychoeducation is often an integral 
part of low-intensity psychological intervention and receiving it is arguably linked to 
mental health literacy. Older adults have been found to have lower MHL and are more 
likely to use avoidance based coping strategies than younger adults. Little is known 
about the factors within older adults that perpetuate, ameliorate or confound these 
associations, particularly in a rural context. 
Objectives: A systematic review ‘The Effectiveness of Low-intensity Psychological 
Interventions on the Well-being of Older Adults’ synthesised the evidence for 
effectiveness and acceptability of low-intensity psychological interventions (self-help, 
psychoeducation, bibliotherapy, internet cognitive-behavioural therapy: iCBT) for older 
adults with mild-to-moderate mental health problems.  
A cross-sectional questionnaire-based survey ‘An Exploration into the Relationships 
between Mental Health Literacy, Experiential Avoidance and Mental Health in Older 
Adults in a Rural Scottish Region’ was used to explore the level of MHL, and the 
relationships between MHL, mental health, experiential avoidance, willingness to use 
mental health services and demographic variables in community-dwelling older adults in 
a rural Scottish region. 
Methods: The systematic review protocol was registered on Prospero prior to data 
extraction. Ovid, EBSCOhost and ProQuest were searched for articles describing low-
intensity psychological interventions. Pre and post outcome measures and a mean age 
of at least 50 (age range ≥40) were required for inclusion.  
One hundred and fifty two respondents (aged ≥65, M = 71.9) took part in the 
questionnaire study.  The MHL Scale, Acceptance in Action Questionnaire-II 
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(experiential avoidance) and Clinical Outcomes in Routine Evaluation-10 (mental health 
status) measured the variables of interest. 
Results: The 26 articles describing 23 studies included in the systematic review 
described (guided) iCBT, bibliotherapy, self-help, psychoeducation and audio 
interventions. The majority of studies were of good quality and reported improvements in 
participant’s mental health scores post intervention. Participants were more likely to be 
female, aged 60-70 and to have obtained further education. Eight studies reported 
obtaining participant satisfaction ratings. Three studies reported collecting data from 
both rural and urban areas. 
The empirical study found that respondents had good MHL. Half of the respondents 
reported being aware of local mental health services for older adults. Older age (r (146) 
= -.32, p < .001) and lower educational attainment (F (1,145) = 5.34, p = .020) were 
associated with poorer MHL in our sample. MHL was not significantly correlated with 
mental health problem severity or experiential avoidance. Self-reported willingness to 
use mental health services was associated with lower experiential avoidance (ρ (146) = 
-.266, p = .001), better mental health (ρ (146) = -.193, p = .018) and better MHL (ρ (146) 
= .467, p ≤ .001). However, the single-item measure of willingness to use mental health 
services was unreliable due to its significant negative skew and narrow range of data 
points. Those who had used mental health services had higher MHL, higher experiential 
avoidance and poorer mental health than those who had not. 
Conclusions: The findings from the systematic review provide tentative evidence to 
support the use of guided, low-intensity psychological interventions for mild-to-moderate 
mental health problems in older adults. Guided iCBT and bibliotherapy may be beneficial 
for older adults in their 60s and 70s experiencing mild-to-moderate levels of depression. 
iCBT may also be beneficial for reducing symptoms of mild-to-moderate anxiety. 
Providing the option of low-intensity psychological intervention, particularly iCBT, may 
help to increase participant engagement with treatment. Given difficulties in mental 
health service accessibility (both face-to-face and online) for those living in rural areas, 
future research should strive to specify whether participants are from rural or urban 
areas and explore any differences in outcomes. Improving rural-dwelling, older adults’ 
MHL and their awareness of locally available services and supports may help to 
increase their willingness to seek mental health support. 
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Chapter Two: Layperson Summary 
Older adults around the world are less likely to be referred to mental health services 
than younger people when they have mental health problems. Government 
initiatives around the world want to find ways to improve the quality of mental health 
services and to make such services more accessible to older adults. The term 
‘mental health literacy’ is used to describe a person’s knowledge about mental 
health. Mental health literacy is not very well researched in older adults or in people 
who live in rural areas. Some research suggests that older adults (people over 65 
years old) have lower mental health literacy than younger people. This is important 
because research also shows that people who have better mental health literacy are 
more likely to seek and receive appropriate support for mental health problems.  
This thesis is formed of two parts. The first part is a review of research studies 
describing low-level mental health support for older adults; such as self-help, 
internet cognitive-behavioural therapy, psychoeducation (education about mental 
health) and bibliotherapy (information about mental health). This was carried out in 
order to find out whether older adults who have mild-to-moderate mental health 
problems benefitted from such low-level mental health support. This was established 
based on changes in mental health scores and participant’s self-reported 
satisfaction levels. The second part is an original research study. This study aimed 
to find out the level of mental health literacy of older adults in a rural Scottish health 
board and to find out what local mental health services and supports people were 
aware of. It also aimed to explore whether mental health literacy is related to 
people’s well-being, their coping styles and their willingness to use mental health 
services. We hope that mental health services and community organisations for 
older adults can learn from this research and that it offers some new ideas about 
how to engage and support older adults. 
Part 1: The review summarises the findings of 26 articles describing 23 studies. All 
of the studies reported mental health scores before and after low-level mental health 
support was received and included older adults (average age 67.9 years). The 
majority of studies were of good quality and indicated that these mental health 
supports improved older adults’ mental health. However, participants were more 
likely to be women, aged between 60 and 70 and to have obtained further 
education. This means that it is not clear whether men, people over 70 or people 
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who do not have further education will benefit from these types of mental health 
support.  
Only eight studies asked the participants what they thought of the support they had 
received. The findings from this review suggest that low-level mental health 
supports, which are facilitated by a mental health professional, can be beneficial for 
treating mild-to-moderate mental health problems in older adults. Facilitated iCBT 
and bibliotherapy may be beneficial for older adults in their 60s and 70s 
experiencing mild-moderate levels of depression. iCBT may also be beneficial for 
reducing symptoms of anxiety. Providing the option of low-level mental health 
support, particularly iCBT, may help older adults to successfully complete mental 
health treatment. 
Part 2: The original research study recruited 151 older adults (aged 65 years and 
older) from the Scottish Borders. Participants completed a questionnaire. 
Questionnaires asked participants about their mental health knowledge, their well-
being, their coping styles and other characteristics about themselves (such as their 
age, gender, income, mental health service use).  Two thirds of participants had 
gone to college or university and the majority of participants were women (61.5%). 
The older adults in this study had higher mental health literacy compared to older 
adults in an Australian study from 3 years ago. It is possible that older adults who 
were more knowledgeable about mental health were more likely to take part than 
those without such knowledge.  
Half of the participants were aware of at least one mental health service or support 
for older adults locally. Most participants (94.6%) indicated that they would seek 
help from a GP if they were concerned about their mental health. Our findings 
suggest that some older adults who might benefit from mental health services have 
not accessed them and that some older adults who experience mental health 
difficulties do not self-identify as having a mental health problem.  
Younger participants and participants who had completed higher education were 
more likely to have better mental health knowledge. There was no significant 
relationship between mental health knowledge and mental health problem severity 
or coping style. Participants who had better mental health knowledge, better mental 
health and less avoidant, coping styles (i.e., who were less likely to push upsetting 
thoughts or emotions out of their mind) were more likely to report that they would be 
10 
 
willing to seek help from mental health services (and vice versa). However, the 
measure used to capture people’s level of willingness to use mental health services 
was not very reliable and the findings may not be accurate. Finally, those who had 
used mental health services in the past had higher mental health knowledge, more 
avoidant coping styles and poorer mental health than those who had not. However, 
our results should be interpreted with caution because the statistical methods used 
to analyse the results cannot tell us whether or not any one characteristic (e.g., 
mental health knowledge) leads to another (e.g., willingness to seek mental health 
service support) but only that there is a connection between the two. 
Interventions which improve rural-dwelling, older adults’ mental health knowledge 
and their awareness of locally available mental health services and supports may 
help to increase their willingness to seek mental health support and empower them 
to make more informed decisions about their mental health and treatment options. 
Given that older adults in our sample said they were most likely to visit their GP 
when they have concerns about their mental health, primary care settings such as 
health centres may be the most optimal location for providing mental health 
information to older adults. This could be done through specialist education for GPs 














Chapter Three: The Effectiveness of Low-intensity Psychological 
Interventions on the Well-being of Older Adults: A Systematic Review 
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Objectives: There is a recognized need to increase access to early intervention and 
preventative mental healthcare for older adults globally. Our objective was to 
synthesize the evidence for the efficacy and acceptability of low-intensity 
psychological interventions (self-help, psychoeducation, bibliotherapy, internet 
cognitive-behavioural therapy: iCBT) for older adults with mild-to-moderate mental 
health problems. Methods: A protocol was registered on Prospero prior to data 
extraction. Ovid, EBSCOhost and ProQuest were searched for articles describing 
low-intensity psychological interventions. Pre and post outcome measures and a 
mean age of at least 50 (age range ≥40) were required for inclusion. Results: The 
26 articles describing 23 studies included in this review described (guided) iCBT, 
bibliotherapy, self-help, psychoeducation and audio interventions. The majority of 
studies were of good quality and reported improvements in participant’s mental 
health scores post intervention. Participants were more likely to be female, aged 60-
70 and to have obtained further education. Eight studies reported obtaining 
participant satisfaction ratings. Three studies included participants from rural areas. 
Clinical Implications:  Guided iCBT and bibliotherapy may be beneficial for older 
adults in their 60s and 70s experiencing mild-to-moderate levels of depression. iCBT 
may also be beneficial for reducing symptoms of mild-to-moderate anxiety. 
Providing the option of low-intensity psychological intervention, particularly iCBT, 
may help to increase participant engagement with treatment. Future research should 
strive to seek and report on participant feedback. Future research should also 
specify whether participants are from rural or urban areas and explore any 
difference in outcomes.  
Keywords: Older Adult, Mental Health, Psychological Intervention, 
Psychoeducation, Self-Help 
 
Note: This article is tailored to meet the requirements for publication in the Clinical 
Gerontologist. See Appendix A for an overview of the style and reference guides and 





In the context of a rapidly ageing population, health services are predicted to 
continue to fall short of meeting the needs of older adults worldwide (World Health 
Organisation: WHO, 2018a). Despite older adults experiencing similar rates of 
mental health problems to the general population (WHO, 2017) they are more likely 
to experience mental healthcare inequalities. Older adults’ mental health problems 
often go unidentified (Lee, 2007), they are less likely to access mental health 
services (Chaplin, Farquharson, Clapp & Crawford, 2015; Palinkas et al., 2007; 
Pettigrew, Donovan, Pescud, Boldy & Newton, 2010) or receive the same quality of 
mental healthcare compared to younger people (Lievesley, 2009). For example, 
older adults who have a mental health problem are more likely than younger adults 
to be prescribed pharmacological treatments than psychosocial interventions 
(American Psychological Association, 2017; Stickland & Gentry, 2016) 
notwithstanding self-reported fears of being given medication (Wuthrich, Frei, 
Pachana, & Oude Voshaar, 2015), increased risks of polypharmacy (Cahir et al., 
2010), and findings from research trials which indicate that older adults often opt for 
psychosocial interventions rather than medication when given the choice (Cole, 
McCusker, Sewitch, Ciampi & Dyachenko, 2008). Once referred, older adults tend to 
have better engagement with, and outcomes following, psychological intervention 
than adults (Chaplin et al., 2015).  
 
Several identified risk factors for mental health problems include bereavement, 
physical health difficulties and social isolation, all of which are especially pertinent to 
older adults (The Australian Government, 2006; WHO, 2017). Mental healthcare 
inequalities may stem from a range of issues including: practical barriers (such as 
transport and financial difficulties; Pepin, Segel & Coolidge, 2009), care provider 
difficulties in identifying mental health problems in older adults (Palinkas et al., 
2007), stigma (Pettigrew et al., 2010) and poorer mental health literacy among older 
adults (Bonabi et al., 2016). A lack of timely and appropriate mental health 
intervention can exacerbate mental health problems (Mind, 2013). Over the past 
decade, government policies have highlighted mental healthcare for older adults as 
an area of priority (Mental Health Commission of Canada, 2012; The Scottish 
Government, 2016, Royal Australian and New Zealand College of Psychiatrists, 
2011), particularly in rural areas because accessibility can be especially problematic 
(National Healthcare Disparities Report, 2010; The Scottish Government, 2016). 
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There is an identified need for timely, cost-effective mental health interventions for 
older adults including early intervention and preventative care (Lee, 2007; WHO, 
2017). 
Cohort effects including stoicism and differences in the language used to describe 
mental health between older adults and clinicians may deter older adults from 
seeking face-to-face support (Bryant, 2010). Therefore, self-help interventions may 
be of particular benefit to older adults due to their availability (e.g., no waiting times), 
accessibility (e.g., being available in client’s own homes; Hobbs, Joubert, Mahoney 
& Andrews, 2018) and due to the relative privacy and autonomy such interventions 
afford. Low-intensity psychological interventions (e.g., self-help/psychoeducation) 
may help to increase access to timely mental health support for those with mild-to-
moderate mental health problems (Mental Health Foundation, 2016; National 
Institute for Clinical Excellence, 2011; The Scottish Government, 2016). 
Psychoeducation involves “providing patients with information about treatment, 
symptoms and resources and training them to use strategies for coping with 
symptoms” (Tanaka, Ishikawa, Mochida, Kawano, Kobayashi, 2015 pp.196). Low-
intensity psychological interventions are generally delivered remotely, utilize a 
resource (e.g., books, CDs, the internet) for the purposes of providing mental health 
information, and involve minimal contact with healthcare professionals (British 
Psychological Society, 2011).  
More recently, such ‘self help’ interventions have been made available online (e.g., 
internet cognitive-behavioural therapy (iCBT); The Scottish Government, 2018). 
While reviews of the literature indicate that iCBT is highly efficacious for adult 
populations little is known about the evidence base for older adults (Andrews, 
Cuijpers, Craske, McEvoy & Titov, 2010). Crabb et al. (2012) completed a 
systematic review on iCBT for depression in older adults and found that on average 
only 3% of included participants were aged over 65 years. Promisingly, survey 
findings suggest that the number of older adults accessing the internet is increasing 
(Office of National Statistics, 2017) and that 45% of older adults from one UK health 
board indicated a willingness to use iCBT (Elsegood & Powell, 2008).  
Proponents of mental health self-management propose that the transfer of control 
back to individuals promotes empowerment and enables “people to rebuild their 
lives” (Crepaz-Keay, 2010, p. 5). The idea that humans need to have a sense of 
14 
 
self-mastery among other factors, in order to thrive is emphasised in psychological 
theory (e.g., Bandura, 1988; Deci & Ryan, 2015). For example, self-determination 
theory posits that well-being and health are dependent on one’s basic needs for 
competence, autonomy and relatedness being met (Deci & Ryan, 2015). Indeed, 
environments supportive of these needs are more likely to illicit intrinsic motivation 
which in turn is associated with more positive experiences and increased well-being 
(Deci & Ryan, 2015).  
In a mental healthcare setting, offering choice (e.g., National Health Service, 2018) 
and providing psychoeducation may help to facilitate client’s autonomy and sense of 
competence thereby increasing motivation and well-being. However, while 
psychoeducational ‘self-help’ interventions such as iCBT and bibliotherapy may help 
to promote autonomy and even competence, they may also perpetuate social 
isolation due to the distal nature of these interventions and limited contact with 
healthcare professionals. Furthermore, the increased likelihood of cognitive 
difficulties in older adults (Mental Health Foundation, 2016), and increased risk of 
depression in those who have a dementia (Singh-Manoux, 2017) raises concerns 
about the accessibility and appropriateness of distal interventions; the risks and 
benefits of which may be more difficult to monitor and may lead to more harm than 
benefit.  
Few reviews of the literature have explored the efficacy of low-intensity 
psychological interventions for improving the mental health of older adults. Donker, 
Griffiths, Cuijpers and Christensen (2009) completed a meta-analysis of four studies 
utilising brief psychoeducation with adults and concluded that these interventions 
can reduce symptoms of psychological distress. Furthermore, comprehensive 
reviews of mental health interventions including bibliotherapy for depressed older 
adults (Holvast, Massoudi, Oude Voshaar & Verhaak, 2017; Pinquart, Duberstein & 
Lyness, 2007; Scogin, Welsh, Hanson, Stump & Coates, 2005) concluded that 
bibliotherapy was effective at reducing symptoms of depression in older adults. 
However, these conclusions stem from review of the same small pool of 4 – 6 
intervention studies, hence, the consistently reported outcomes in favour of this 
approach.  
The aforementioned reviews did not explore or synthesise participant satisfaction as 
part of determining intervention effectiveness. This is recommended in intervention 
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studies (Kaltenthaler, Parry, Beverley & Ferriter, 2008) and considered good 
practice for informing the evidence base (The Health Foundation, 2013). 
Furthermore, these reviews did not explore additional low-intensity psychological 
interventions for older adults (e.g., group discussion, audio interventions, iCBT) 
across mental health problems. Indeed, to our knowledge no systematic review on 
the evidence base for iCBT, in older adults exclusively, exist to date.  
Aims 
The aim of this review is to investigate the effectiveness of a broad range of low-
intensity, psychological interventions on the mental health of older adults through 
systematic evaluation of the extant literature and to suggest clinical implications for 
the findings. The review questions are: (1) What are the effects of low-intensity 
psychological interventions on mental health outcomes (i.e., levels of depression, 
anxiety and/or psychological distress) in older adults? (2) Are low-intensity 
psychological interventions acceptable to older adults? (3) Whom are low-intensity 
psychological interventions evidenced to benefit? 
 
Methods  
The review protocol was registered on Prospero prior to formal screening and data 
extraction (registration number CRD42018086707). 
 
Eligibility Criteria 
Broad inclusion and exclusion criteria were employed in order to increase the 
sample size and examine a wide range of studies for qualitative synthesis. Inclusion 
criteria stipulated that participants had to be older adults (with a minimum cut-off of 
≥40 years of age and a mean age of at least 50) with mild-to-moderate mental 
health problems as measured by tools validated for use with adults in general. 
Included intervention studies had to consist of low-intensity (e.g., self-help, 
psychoeducation) psychological interventions for mental health difficulties rather 
than interventions for physical or cognitive difficulties. Finally, studies considered for 
inclusion had to report pre and post mental health outcome measures. Studies 
involving psychoeducational interventions which were embedded within a more 
intensive therapeutic intervention (e.g., individualised or group CBT) or which 





The following search terms: 1 (depress* OR anxi* OR “psychological distress” OR 
mood OR affective) AND 2 (psychoeducation OR “mental health literacy” OR 
“anxiety literacy” OR “depression literacy” OR “mental health first aid” OR 
bibliotherapy OR “mental health education” OR “self help”) AND 3 (elder* OR “old 
aged” OR geriatric* OR senior* OR “older adult*”) were run through Ovid 
(PsycINFO, Embase classic + Embase, MEDLINE-Epub ahead of print, In process, 
other non-indexed citations, 1946-present), EBSCOhost (CINAHL, ERIC) and 
ProQuest (ASSIA, Dissertations and Theses Global) until the 20th of July 2018. The 
terms were searched in the abstract or ‘anywhere but full text’ where possible.  A 
second search using the terms (Internet* OR web* OR app) in the title was run with 
‘AND 1 AND 3’ above on October 3rd 2018. 
 
Selection 
Titles and abstracts from all of the returned results were read and screened for 
inclusion by the first author. If eligibility could not be determined based on 
information in the abstract, the full article was read. The full texts (n = 101) of 
articles requiring further eligibility assessment were scrutinized in depth. Following 
this, all preliminarily accepted articles (n = 31) were read and discussed with two 
independent authors (ET & LH). Reference lists of included studies were screened 
for any additional studies (n = 8). Grey literature was sought but not found. 
Searches on Google and requests for any unpublished findings from authors of 
relevant studies (n = 2) yielded no results. Finally, the third author (LH) screened a 
random sample of included articles (n = 6) and additionally those articles for which 
eligibility could not be established (n = 3), comprising one third of the total sample. 
Inter-rater agreement on whether to include articles in the review was found on 8/9 
articles. The remaining article was re-analysed, reviewed and excluded from this 
review. An overview of the selection process and reasons for exclusion are provided 
in Figure 1. 
 
Data Extraction 
Data was extracted according to the review aims. Therefore, the change in 
standardised mental health scores from pre to post intervention were sought and 
reported. If effect sizes (Cohen’s d) were absent, these were calculated when 
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possible. Furthermore, information about the publication year, study setting, 
population characteristics, details about the intervention and control conditions, 
sample sizes, outcome measures, and information regarding assessment of the risk 
of bias were extracted. In order to make meaningful comparisons across studies, 
more in-depth details about the type, nature and duration of the interventions were 
compiled. Finally, information about retention, compliance and participant 
satisfaction with the intervention were also compiled. 
 
Quality Appraisal  
In line with PRISMA guidelines, the methodological quality of all included studies 
was assessed using the Methodological Index for Non-Randomized Studies 
(MINORS)  rating scale (Slim et al., 2003) and one item pertaining to ethical 
considerations taken from the Critical Appraisal Skills Programme checklist (CASP, 
2018). The MINORS tool has good validity and reliability (Slim et al., 2003) and has 
been used as a risk of bias assessment (De Vos-Kerkhof, Geurts, Wiggers, Moll, & 
Oostenbrink, 2015). Items on the MINORS tool were scored ‘0’ for not reported or 
not applicable, ‘1’ for reported but inadequate and ‘2’ for reported and adequate. In 
instances were items were not explicitly reported further details from the authors 
was sought (n = 2) and ratings were assigned based on extrapolated information. 
See Appendix B for the quality appraisal tool.  
 
A random sample of the included studies (n = 9; 33%) were assessed by two 
independent authors (ET & LH) for inter-rater reliability and led to an inter-rater 
agreement of 85.6%. Further consensus (96%) was achieved through discussion 
with the third author (LH) and the final 4% discrepancy was resolved following 












As shown in Figure 1 the electronic search (n = 922) and any additional articles 
found through the screening of reference lists (n = 8) yielded a combined total of 
930 articles. This was reduced to 747 articles after duplicates were removed. A total 
of 646 articles were excluded based on information in the abstract, leaving 101 
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articles for full review. After full review, 75 articles were excluded and the remaining 
26 articles, describing 23 studies, were included for qualitative synthesis. The main 
reasons for exclusion pertained to the nature of the intervention described (e.g., non 
mental-health intervention or non low-intensity interventions such as group CBT).  
 
Included Studies 
Details of the study characteristics are summarised in Table 1. The publication dates 
among the 23 studies selected for review ranged from 1987 to 2018 with the 
majority published in the last decade (n = 16). Study locations included the USA (n = 
7), Canada (n = 4), Australia (n = 4), Netherlands (n = 4), UK (n = 2), Sweden (n = 
1) and Romania (n = 1). All but one study, who recruited from residential homes, 
recruited participants from community settings. The majority of studies were 
randomised controlled trials (RCTs; n = 16) with the remaining studies using 
controlled trials (n = 3), pre-post (n = 2) or multiple baseline designs (n = 2). While 
the majority of studies recruited participants using advertisements, several studies 
recruited a random sample of participants from previous studies (e.g., Bichescu, 
Neuner, Schauer & Elbert 2007; Zautra, 2012), recruited through referrals from other 
healthcare professionals (e.g., Chew-Graham et al., 2007; Guirguis-Younger, 
Cappeliez & Younger,  2008; Joling et al., 2011; McMurchie, Macleod, Power, 
Laidlaw & Prentice 2013; O’Moore et al., 2018; Seeley, Manitsas & Gau, 2017) or 
used a combination of advertisements and referrals from healthcare professionals 
(e.g., Jones, 2016).  
 
The majority of participants included in the study interventions were female 
(estimated percentage: 69.7%, range 12.5% - 92%) with only three studies having a 
higher percentage of male than female participants. The estimated mean age of 
participants in the intervention groups is 67.9 years of age (age range 40 – 96 
years). The majority of studies (n = 19) had a lower age limit of at least 55 years of 
age: ≥55 (n = 4); ≥60 (n = 12); ≥65 (n = 2); ≥75 (n = 1) and four studies reported a 
lower age limit of ≥40 or ≥50 but had a mean age (Mage) of at least 50. Although 
participants in the majority of the included studies were drawn from self-selecting 
community samples, they can all be considered to be analogue samples (i.e., drawn 
from the community but with clinical symptoms). The utility of analogue samples has 
been evidenced to provide accurate and meaningful information about clinical 
samples (e.g., Abramowitze et al., 2014). The most common mental health 
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problems reported in the studies were depression (n = 15), anxiety (n = 4), 
depression and/or anxiety (n = 2), post-traumatic stress disorder (PTSD; n = 1) and 
psychological distress (n = 1). Approximately half of the studies (n = 11) explicitly 
excluded participants who had a cognitive impairment and/or dementia. The 
remaining studies either did not report exclusion criteria relating to cognitive 
difficulties or, excluded participants whose cognitive abilities may have been 
compromised due to taking substances (e.g., high alcohol intake, sedative 
medications) or as a result of schizophrenia and psychosis. All three of the studies 
that reported on participant ethnicity or race (Floyd, Scogin, McKendree-Smith, 
Floyd. D., & Rokke, 2004; Seeley et al., 2017; Shah, 2010) reported a 
Caucasian/white majority (range 88% - 97%). Of the 18 studies that reported on 
educational attainment, twelve studies reported that approximately half of their 
sample had engaged in higher education (estimated M percentage = 52%, range 41 
– 75%). Three studies (Jones, 2016; Shah, 2010; Walker et al., 2010) reported the 
inclusion of participants from both urban and rural locations.  
 
A wide range of outcome measures were used (n = 20) with the Hamilton Rating 
Scale for Depression (HRSD), Geriatric Depression Scale (GDS) and Patient Health 
Questionnaire (PHQ-9) most commonly used. Further exploration of the measures 
used within intervention modalities showed that 14 different outcome measures 
were used across bibliotherapy interventions (with the HRSD and GDS used in 5 of 
the 11 studies) and 12 outcome measures were used across the iCBT interventions 
(with the PHQ-9 used in 4 of the 7 studies). Twenty-one of the twenty-three studies 
utilised at least one mental health outcome measure that was valid for use with older 
adults. Twelve studies had follow-up measures from ≥ 3 months post intervention 
with measures collected at three months only (n = 5), six months (n = 1), 12 months 
(n = 4) and 24 months (n = 2). 
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Table 1. Study Characteristics 
Author, Year & 
Setting 
























9, 69.8 (6.0/55+) 
12.5% 















53, 75 (60-92) 
39.0% 










Pre-post Guided iCBT 
 
20, 63.4 (5.1/60+)  
65.0% 
N/A N/A PHQ-9, GDS, 
GAD-7, K-10 
Pre-post & 










67, 83.7 (6.7/60+) 
68.7% 
 

















Not reported HRSD, GDS, 
BSI (GSI item) 
Pre, mid, 












N/A N/A HRSD, GDS Pre, weekly, 





RCT Guided CBT 
Bibliotherapy  
86, 81.8 (3.8/75+) 
69.8% 












RCT & PR Guided iCBT  24, 64.8 (3.7/60+) 
91.7% 











RCT  Guided, online 
life-review self-
help  


















Pre, 2 wks 











N/A N/A GAD-7,  




wks post & 







RCT Guided cog. 
bibliotherapy  
 







GDS, BDI, IDD  
 
Pre, post & 
6, 12, 18, 
24 mo FU 
McMurchie 
(2013) 
U.K, Clinical  
 
CT iCBT  33, 71.6 (4.4/65+) 
75.8% 





Pre, 2 mo, 
post & 1 mo 
FU 




RCT Guided iCBT & 
CAU 
44, 63.2 (7.4/50+) 
86.4% 










CT  Guided cog. 
bibliotherapy  
(GCB) 




GCB & MT 
Not reported HRSD, GDS 
 
 
Pre, post & 
1 mo FU 
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Pre, post & 
6, 24 mo 
FU 
 
Scogin (1987)  
USA, Community 
 
CT Guided cog. 
bibliotherapy  















Pre, post & 






















RCT Guided audio 
CBT & 
workbook 


























12 mo FU 




































modules   










Pre, 6 wks , 































Guided iCBT  22, 66 (4.6/60+) 
68% 




post & 3 mo 
FU 
 
Note. beh = behavioural; CAU = care as usual/ cog = cognitive; CP = cognitive psychotherapy CT = controlled trial; DT= delayed treatment; FU = 
follow-up; GCB = guided cognitive bibliotherapy; MT = memory training; N/A = not applicable/ NET = narrative exposure therapy; PR = partial 
replication; RCT = randomised controlled trial; WL = waiting-list; [ ] = overall N, Mage (SD/range), female %. Measures: BDI = Beck Depression 
Inventory/BSI = Brief Symptom Inventory/CES-D = Centre for Epidemiological Studies Depression/CORE-34 = Clinical Outcomes in Routine 
Evaluation/CIDI = Composite International Diagnostic Interview/DASS-21 = Depression Anxiety Stress Scales/DDS = Daily Depression Scale/GAD-7 
= Generalised Anxiety Disorder 7-item Scale/GAI =  Geriatric Anxiety Inventory/GDS = Geriatric Depression Scale/GSI = Global Severity 
Index/HADS-A = Hospital Anxiety and Depression Scale/HRSD = Hamilton Rating Scale for Depression/HSCL-20 = Hopkins symptom checklist for 
depression /IDD = Inventory to Diagnose Depression/K-10 = Kessler 10-item Scale (psychological distress)/MADRS-S  = Montgomery Asberg 
Depression Scale Self-Rated/MHC-SF = Mental Health Continuum Short Form/PHQ-9 = Patient Health Questionnaire (depression)/PSWQ-A = Penn 




A wide range of intervention modalities and durations were reported across studies. 
Low-intensity psychological interventions consisted of iCBT (n = 7), bibliotherapy (n 
= 8), self-help (n = 4), psychoeducation (n = 2), and audio interventions (n = 2). 
Upon further investigation there was considerable overlap between interventions 
labelled as ‘self-help’ and those labelled as ‘bibliotherapy’; all but one ‘self-help’ 
intervention study (e.g., Lamers, Bohlmeijer, Korte, & Westerhof, 2014) utilized 
written CBT or behavioural therapy resources as their intervention. Therefore, three 
of the four interventions involving ‘self-help’ (Chew-Graham et al., 2007; Dozeman 
et al., 2011; Landreville, Gosselin, Grenier, Hudon & Lorrain, 2016) were added to 
the bibliotherapy list.  
 
Twenty-one of the reported interventions were guided. Interventions were 
considered to be ‘guided’ if there was any contact from researchers/clinicians 
regarding the intervention during the intervention phase. The majority of guided 
interventions reported weekly contact with participants in order to offer guidance and 
monitor progress. However, some studies also reported the provision of support and 
encouragement. Guidance ranged from ≤5 minutes to 60 minutes per participant 
and was delivered via telephone (n = 7), face-to-face (n = 5), via a mix of telephone 
and face-to-face contact (n = 3), via email (n = 4) or via a mix of email and 
telephone contact (n = 2). 
 
All but one intervention (group-based; Bichescu et al., 2007) were completed 
remotely in the participants’ own homes. Interventions spanned four weeks to 24 
months with as few as one and as many as 24 modules or sessions. Nine 
interventions can be considered ‘brief’ (e.g., 1 - 6 modules/sessions over 1 - 2 
months), 13 can be considered ‘moderate’ (e.g., 7 - 12 modules/sessions over 1 - 4 
months) and one can be considered a longer term intervention (e.g., 15 modules 
over two years).  The majority of interventions (n = 15) targeted mild-to-moderate 
depression while four interventions targeted anxiety. A total of three interventions 
targeted subthreshold anxiety and/or depressive symptoms. Table 2 shows an 






Table 2. Intervention details 
 Author & 
Year 

















Dep CBT self-help ‘SHADE manual’; 12 wks 





BT: Coping with Depression; Activity Scheduling; 4s 
 2-5 Ff, guidance/monitoring only b 
Floyd 
(2004) 
Dep  CT ‘Feeling Good’; 4 wks 




Dep BT ‘Control your Depression’; 6 wks/6s 
6 Ff ≤ 15min (provided support and clarified material) 
Joling 
(2011) 
Dep a CBT leaflet & ‘Coping with Depression’; 12 wks 
3 Ff ≤ 60min & 2 Tel, guidance/monitoring only 
Landreville 
(2016) 
GAD CBT self help manual; 15 wks/ 8s 




Dep  CT ‘Feeling Good’; 4 wks 
4 Tel (15min), guidance/monitoring only 
Scogin 
(2014) 
Dep CT ‘Feeling Good’ + memory training; 4 wks/24x1hr  
4 Tel (10min), guidance/monitoring only b 
Scogin 
(1989;1990) 
Dep BT ‘Control your Depression’/CT ‘Feeling Good’;4wks 






CT ‘Feeling Good’; 4 wks 






CBT Workbook ‘5 Areas’; 10s 

















   
Dear (2012) Dep iCBT ‘Managing your Mood’; 8 wks 
 Email (16 automated & 1.6 manual pp) & Tel 






Online life review ‘The stories we live by’ 10 wks/7s  






iCBT ‘GAD online for older adults’ 7s 




Dep iCBT ‘Beating the Blues’; 8 wks/ 8x1hr 





MDD  iCBT sadness programme + CAU; 6s 
Email contact to answer questions 
Silfvernagel 
(2018)  
Anx individually tailored iCBT; 8 wks 
Email feedback on homework 
Spek (2007; 
2008) 
Dep iCBT; 8wks/8s 
No clinical contact 
Zou (2012) Anx 
(mild+) 
iCBT ‘Managing Stress and Anxiety’; 8 wks, 5s  
Online discussion forum + automatic emails (M = 






 PTSD 1 group session of psychoeducation regarding the 






Mental health literacy; 24 mo/15modules 







Shah (2010) Dep Audio CBT ‘making the golden years golden again’ 
& workbook, 1 mo/8x 30-60min CDs  





CT: ‘Personal Mastery’; 27 days, daily  
1 Ff (psychoeducation) & daily automated Tel 
(monitoring/ encouragement) 
 
‘Mindful Awareness’; 27 days,  
1 Ff (2 brief mindfulness exercises) & daily 
automated guided - meditation voicemails 
 
Note. Anx = anxiety; BT = behavioural therapy; CD = compact disk; CT = cognitive therapy; 
Dep = depression; Ff = face-to-face; GAD = generalised anxiety disorder; m =modules; MDD 
= major mood disorder; mod = moderate; PE = Psychoeducation; pp = per person; PTSD = 
post traumatic stress disorder; s = sessions; Tel = telephone; wks = weeks. 
a
 = subthreshold; 
b
 = counselling prohibited. 
 
 
Appraisal of Methodological Quality 
Overall, the methodological quality of the studies can be considered to be good. As 
shown in Table 3 scores ranged from 12/16 – 15/16 for uncontrolled studies and 
from 15/24 to 22/24 for RCTs, with higher scores indicating higher methodological 
quality. Overall, areas of methodological strength across studies were the inclusion 
of aims and hypotheses, prospective data collection, inclusion of a comparison 
group and use of endpoints appropriate to the aims of the study. However, 
prospective power calculations were rarely reported across studies and statistical 
analyses for half of the studies are considered underpowered, highlighting an area 
of methodological weakness. Furthermore, the majority of studies utilised self-
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selecting methods of recruitment and did not seek to assess the representativeness 
of their sample. Nevertheless, there was no apparent pattern between recruitment 
methods and study outcomes. Finally, half of the studies reported obtaining ethical 
approval (n = 12) and an additional four studies reported obtaining signed consent. 
A further three studies mentioned ethical considerations but not whether ethical 
approval or signed consent was obtained. It was not possible to determine whether 
ethical approval or informed consent was obtained in four of the studies.  
 
Methodological quality across the two main intervention groups (iCBT and 
bibliotherapy) was also appraised separately. The iCBT studies’ methodological 
strengths were the inclusion of hypotheses, prospective data collection, low attrition 
rates and/or utilisation of intention-to-treat analyses, prospective power calculations, 
follow-up period ≥ 3 months and the use of contemporary controls. However, only 
two studies used an active control; the other studies used a waiting-list control (n = 
3) or no control (n = 2). The bibliotherapy studies’ methodological strengths were 
also the inclusion of hypotheses and prospective data collection. However, an area 
of particular methodological weakness was the lack of prospective power 
calculations with only four of the eleven studies reporting one.  
 
Outcomes of Low-intensity Psychological Interventions 
Fifteen of the 23 studies reported results that supported the use of the low-intensity 
psychological intervention, twelve of which reported statistically significant results. A 
further three studies reported mixed results with some outcomes reaching statistical 
significance and other outcomes not reaching significance. Five studies did not find 
any statistically significant results in favour of the low-intensity psychological 
intervention. Seven of the thirteen studies that obtained follow-up measures at ≥3 
months reported that clinical outcomes were maintained. The remaining six studies 
reported non-significant results (n = 4) or mixed results at follow-up (n = 2). 
Importantly, only one of these non-significant follow-up outcomes represented a 
change from post-treatment scores. Nine (60%) out of the 15 studies targeting mild-
to-moderate depression and three (75%) out of the four studies targeting anxiety 
showed statistically significant improvement for participants’ mental health scores. 
However, two studies that targeted both anxiety and depression did not yield any 





Across the bibliotherapy interventions, six of the eleven studies reported findings in 
support of bibliotherapy for older adults. Three of these studies reported statistically 
significant results with large effect sizes (Cohen’s d  ≥ 0.8) and one study reported 
statistically significant results but had small effect sizes (Cohen’s d  ≥ 0.2; 
Landreville & Bissonnette, 1997). A further study reported mixed results and four 
studies reported results that had not reached statistical significance, two of which 
were supportive of intervention effectiveness but lacked statistical power. In 
contrast, all seven of the iCBT interventions reported statistically significant results 
in favour of the treatment group with all but one (Spek et al., 2007) reporting  
moderate-to-large effect sizes.  
 
Several studies reported discrepancies between completers and non-completers. 
Older adults and those in assisted living (e.g., Joling et al, 2011; McMurchie et al., 
2013) and, participants with lower educational attainment (e.g., Scogin, Hamblin & 
Bentler, 1987; Scogin, Jamison & Gochneaur, 1989; Dear et al., 2012; McMurchie et 
al., 2013) were less likely to complete the interventions. Additionally, McMurchie et 
al. (2013) also found that those who reported having more experience with, and 
greater confidence using, computers were more likely to complete the iCBT 
intervention.  Conversely, one study (Scogin, Fairchild, Yon, Welsh & Presnell, 
2014) reported that those with greater impairment were more likely to complete the 
bibliotherapy intervention. 
 
Finally, of the 23 studies, eight studies obtained participant satisfaction feedback 
and/or ratings with all eight of these interventions receiving positive feedback. 
Although most studies reported on attrition rates, only half of the studies reported on 
how many participants completed all of the assigned intervention materials/modules. 
Compliance rates varied from 31% to 100%. 
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Ethical approval acquired  






























































































 Signed consent obtained. Excluded participants 




































































































Participants self-selected intervention assignment 
O’Moore  
3


























Ethical approval & Informed consent obtained. 






























































































Ethics approval acquired 
iL
R































































































































Ethics approval acquired & Informed consent 
obtained. Adverse events protocol in place 




























Informed consent obtained 
 
Note. Aim = A clearly stated aim; Sample = Inclusion of patients, Data = Prospective collection of data, Endpoints = Endpoints appropriate to 
the aim of the study, Blindness = Unbiased assessment of the study endpoint, Follow-up = Follow-up period appropriate to the aim of the study, 
Attrition = Loss at post treatment (not follow-up) less than 5%, Power = Prospective calculation of the study size, Control = An adequate control 
group, Time = Contemporary control groups, Baseline = Baseline equivalence of groups, Analyses =  Adequate statistical analyses, Ethics = 
Have ethical issues been taken into consideration?  
iLR = Internet based life review; PE = Psychoeducation; WL =waiting-list. 
¹ = non significant; ² = mixed results; 
3 
= significant results; 
4 
= supportive results; dark shading = significance & high quality; light shading = mixed 





Table 4. Study outcomes 


























HRSD: F (1,25) = 13.20*, d = 1.38 
GDS: F (1,25) = 8.01*, d = 0.80 
 
3 mo follow-up 











46.7% compliance (range 6.7-
100%)  
 
GDS: F(1,21) = 5.46* [d = 0 .18] 
IDD: F(1,21) = 5.71*[d = 0.28] 
BDI: F (1,21) = 14.56***[d =  0.03] 
 
24 mo follow-up 
GDS, F(5,50) = 4.12** 
IDD, F(5,50) = 10.04*** 
BDI, F(5,50) = 4.38** 
56.5% found book useful 



















CB = 90% retention  
delayed CB = 82% retention  
 
Compliance (7-point scale):  
CB = (4.7) 




BDI: ns  
SCL-90: (9.09**) 
 
Bibliotherapy vs WL [d = 1.2 - 1.8;  
1 mo follow-up = 0.2 – 0.8] ª 
Bibliotherapy vs control [d = 0.8 - 
1.0; 1 mo follow-up = 0.3 – 0.9] ª 
Satisfaction (7-point scale): 
CB = 6.5, delayed CB = 5.3, 








86% uptake; 21% retention 





57% rated (3-item, 10-point 
scale) as moderate-very 

























85% (5-100%) of books read  
 
 
Bibliotherapy vs DT 
HRSD: F(1,59) = 34.91* 
GDS: F(1,59) = 8.09* 
 
Cognitive Bibliotherapy 
HRSD: F(1,40) = 25.65* [d =0 .97] 
GDS: F(1,37) = 10.65*[d = 0.27] 
 
Behavioural Bibliotherapy 









 1 mo follow-up 
SCID: ES = 0.32 (95% [CI] = 0.11 to 
0.95*  
HSCL-20: ns 
Intervention was acceptable 







3 100% retention  
 
Reliable change index scores per 
participant >1.96 
PSWQ-A: (-8.15, -6.11, -6.62) 
GAD-7: (-6.34, -2.72, -4.98) 
GAI: (-4.14, -3.01, -4.51) 
GDS: (-5.82, -5.50, -2.59) 
Intervention was acceptable 














PHQ-9: d =0.43, ns 
GAD-7: d = 0.28, ns 
 
MCID score 
PHQ-9: (OR = 4.89, 95% CI [1.48, 
16.12]** 
GAD-7: ns 
M (SD) satisfaction (4-point 
scale) = 3.1 (0.9). 100% 
reported they would 









20 80% retention  PHQ-9: (t19 = 5.41***) 
GDS: (t19= 5.98***) 
GAD-7: (t19 = 4.23***) 
K-10: (t19= 5.29***) 
 
Pre - post & pre - 3 mo follow-up ª  
PHQ-9 & GDS: d range = 1.17 - 2.04  
82% satisfied with 
intervention (two binary 
questions: recommend to a 









GAD-7: z = -2.28**, d = .85 
PHQ-9: z = -2.83**, d = 1.17 
PSWQ-A: z = -3.57*** d = 0.77 
GAI: z = -3.64*** d = 0.82 
GDS: z = -3.85*** d = 0.78 
 
1 mo follow-up ª 
GAD: (t(17) = 1.91*) reduced  














GDS: (t(51) = 2.96**, d = 0.85 
GAI: (t(51) = 2.05*, d = 0.59 
CORE: (t(51) = 2.92**, d = 0.84 
 
1 mo follow-up 
GDS: t(51) = 2.78**, d = 0.80 
GAI: t(51) = 2.40*,  d = 0.69  











PHQ-9: F[3,191.03] = 9.82***, 
Hedges g = 1.01  
K-10: F[3,190.06] = 6.37***, Hedges 
g = 0.75  
 
3 mo follow-up ª 
PHQ-9: Hedges g = 0.90  
K-10: Hedges g = 0.94  











BAI: F(1,57.0) = 4.7*, d = 0.50  
GAD-7: F(1,52.6) = 5.6*, d = 0.67 
MADRS-S: F(1,53.0) = 8.3**, d = 
0.61 
PHQ-9: F(1,56.1) = 8.75**, d = 0.62 
CORE-OM: F(1,55.2) = 7.2**, d = 
0.83 
 
12 mo follow-up ª 

















78.1% compliance  
 
 
iCBT vs. WL:  
BDI: ES (dimprovement) = .55* [d = 0.26] 
 
12 mo follow-up  









22 100% retention  
 
GAD-7:t21 = 7.03***, d = 1.65  
DASS-21: t21 = 5.99***, d = 1.54  
PHQ-9: t21 = 5.17***, d = 1.22  
K-10: t21= 8.30***, d = 1.23  
 
3 mo follow-up ª 
GAD-7: d = 1.03  
DASS-21: d = 0.98  
PHQ-9: d = 0.53   
K-10: d = 0.69  
All participants rated the 


















CES-D: d = 0.35** 
MHC-SF emotional: d = 0.16* 
MHC-SF psychological: d = 0.27* 
HADS-A: ns 
 
LR vs. control at 12 mo follow-up ª 
CES-D: d = 0.16  
MHC-SF emotional: d = 0.01  
MHC-SF psychological: d = -0.29 
HADS-A: t = 2.42*, d = 0.06 
(reduction) 
 
M (SD) satisfaction (10- 



































HRSD: F(1,31) = 4.14*, d = 0.87 
GDS: ns 








CT = 79.31% compliance 
MA = 75.86% compliance 
 
CT Depression: β = -.065 (.145)*** 
Negative affect: β = -.037 (.154)***  
Role emotion subscale: β = 1.397 
(.027)*  
Positive affect: ns 
 
MA Depression: β = -.052 (.099)*** 
Negative affect: β = -.024 (.020)* 
Role emotion subscale: β = 1.586 
(.045)**   
Positive affect: : β = .058 (.130)*** 
b 
 Both interventions were 




Note. CB = cognitive bibliotherapy; CT = cognitive therapy; DT = delayed treatment; d = Cohen’s d; [ ] = calculated Cohen’s d; ES = effect size; 
LR = Life Review; M = mean; MA = mindful awareness; MCID = minimal clinically important differences; PE = Psychoeducation; SD = standard 
deviation; tx = treatment; WL = waiting-list. Measures: BDI = Beck Depression Inventory/CES-D = Centre for Epidemiological Studies 
Depression /CORE-34 = Clinical Outcomes in Routine Evaluation/ CIDI = Composite International Diagnostic Interview/DASS-21 = Depression 
Anxiety Stress Scales/GAD-7 = Generalised Anxiety Disorder 7-item Scale/GAI =  Geriatric Anxiety Inventory/GDS = Geriatric Depression 
Scale/HADS-A = Hospital Anxiety and Depression Scale/HRSD = Hamilton Rating Scale for Depression/HSCL-20 = Hopkins symptom checklist 
for depression /IDD = Inventory to Diagnose Depression/K-10 = Kessler 10-item Scale (psychological distress)/MADRS-S  = Montgomery 
Asberg Depression Scale Self-Rated/MHC-SF = Mental Health Continuum Short Form/PHQ-9 = Patient Health Questionnaire 
(depression)/PSWQ-A = Penn State worry questionnaire-abbreviated/SCID  = structured clinical interview for DSM IV depression. 
¹ = ‘Feeling Good’ resource; ² = ‘Coping with Depression’ resource; 
3 
= ‘Control your Depression’ resource; 
4 
= miscellaneous.  
ª Treatment gains maintained but no p values present
                        b 
= effect sizes in parentheses.  





There is an identified need for timely, cost-effective mental health interventions for 
older adults (WHO, 2017). Global initiatives have highlighted the need to find ways 
to better support older adults’ mental health (Mental Health Commission of Canada, 
2012; The Scottish Government, 2016, Royal Australian and New Zealand College 
of Psychiatrists, 2011). This review appraises the evidence of low-intensity 
psychological interventions for improving the mental health of older adults and 
sheds light on the types of interventions that have been tried and tested, including 
bibliotherapy, iCBT, internet-based life review, psychoeducation and audio-delivered 
CBT/mindfulness/cognitive therapy. The literature search suggests that interest in 
low-intensity psychological interventions for older adults has increased substantially 
in the past decade with the majority of studies published during or after 2008. To our 
knowledge, this review is the first to systematically assess the quality and efficacy of 
iCBT interventions for older adults. Furthermore, an additional six studies describing 
bibliotherapy interventions (Chew-Graham et al., 2007; Dozeman et al., 2011; 
Guirguis-Younger et al., 2008; Landreville et al., 2016; Scogin et al., 2014; Seeley et 
al., 2017), not previously considered in other reviews (e.g., Holvast et al., 2017; 




The findings from this review provide tentative evidence to support the use of 
guided, low-intensity psychological interventions for mild-to-moderate mental health 
problems in older adults in general. In particular, the use of both bibliotherapy and 
iCBT appear to be well evidenced. The diversity of the remaining interventions 
included in the review, hinders establishment of their wider efficacy and 
generalisability. Furthermore, given that almost all interventions were guided and 
involved some clinician contact, the appropriateness of low-intensity psychological 
interventions that are not guided remains unknown.  
 
Previous reviews unanimously supporting the efficacy of bibliotherapy for older 
adults utilised five (Floyd et al., 2004; Joling et al., 2011; Landreville & 
Bissonnette,1997; Scogin et al., 1989; 1987) of the 11 studies included here. The 
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inclusion of an additional six studies that described bibliotherapy interventions has 
yielded results that are more heterogeneous. Indeed, while Holvast et al. (2017) 
included the bibliotherapy study by Joling et al. (2011) in their review they did not 
mention the non-significant findings in their conclusion but focussed on the four 
studies that did report statistical significance.  Interestingly, the two bibliotherapy 
interventions that targeted subthreshold anxiety and/or depression did not yield any 
significant results (Dozeman et al., 2011; Joling et al., 2011). It is possible that the 
outcome measures used were not sensitive enough to distinguish any change in 
scores and that a floor effect may have been present. Furthermore, these two 
studies both reported high attrition rates, relied on the same bibliotherapy materials 
‘Coping with Depression’ and used participants who were considerably older than in 
other interventions (e.g., Mage of >80 years). Therefore, the use of low-intensity 
psychological interventions for subthreshold symptoms in very old adults is 
unsupported. Furthermore, given that neither of the interventions which targeted 
both anxiety and depression demonstrated significant results caution in delivering 
such interventions is recommended. 
 
In line with self-management approaches (Crepaz-Keay, 2010; Deci & Ryan, 2015) 
it is suggested that guided, low-intensity psychological interventions do improve 
older adults’ mental health as measured by clinician and self-reported screening 
and/or diagnostic tools. All of the studies that reported significant results post 
treatment and included follow-up measures at ≥3 months demonstrated 
maintenance of treatment gains at follow-up. Interestingly, although choice is 
considered an important aspect of mental health treatment (National Health 
Service, 2018; Raue & Sirey, 2011), RCTs are designed to reduce the bias that 
such choice might otherwise bring. Only one of the intervention studies (McMurchie 
et al., 2013) allowed participants to choose between the low-intensity (iCBT) 
intervention or treatment as usual arguably providing a research environment that 
may more closely replicate a mental health service setting.  
 
Acceptability 
Given the increased risks of polypharmacy in this population (Cahir et al., 2010), 
the provision of alternative treatments for mental health problems is imperative. 
Overall, only one third of studies obtained feedback from participants about their 
satisfaction with the intervention. Although feedback was generally positive, such 
40 
 
evidence usually relied on one or two questions and was sought informally. It is 
unclear whether anonymised methods for providing feedback were provided. 
Indeed, the possible lack of anonymity and absence of more nuanced tools to 
measure satisfaction may have led to inflated satisfaction ratings. Future research 
should strive to include measures of participant satisfaction and acceptability as 
these are evidenced to contribute to intervention improvement (Mayston et al., 
2017) and may be especially important indicators of intervention success for those 
who are completing such interventions remotely. 
 
Target Populations 
The evidence-base relies predominantly on female participants, those in their 60’s, 
older adults with mild-to-moderate depression, those with higher educational 
attainment, who live in the community (often in urban areas) in developed, Western 
countries and who self select to participate in intervention studies. The paucity of 
data on participant ethnicity was surprising. Given that those who are female 
(Mackenzie, Gekoski & Knox, 2006) and who have higher educational attainment 
(Bonabi et al., 2016) are already more likely to access services, future research 
should strive to include equal numbers of male and female participants and 
participants from lower socio-economic backgrounds. Furthermore, only three 
studies explicitly recruited participants from both rural and urban areas. Given 
difficulties in mental health service accessibility (National Healthcare Disparities 
Report, 2010) and difficulties with internet infrastructure for those living in rural 
compared with urban areas (Duzaro et al., 2011) future research should strive to 
include rural-dwelling participants.  
 
Interestingly, almost half of the studies did not explicitly exclude those with cognitive 
impairment. Nevertheless, whether participants with cognitive impairment were in 
fact included in the intervention studies remains unclear. Psychological interventions 
may have differing effects on older adults with cognitive impairments compared with 
older adults without such impairments (Pinquart et al., 2007). Given that those with 
cognitive impairment may be at increased risk of experiencing depressive symptoms 
(Singh-Manoux, 2017) it may be particularly important for facilitators of low-intensity 
psychological interventions to (a) consider the usefulness of these interventions for 
those with comorbid cognitive and mental health difficulties and (b) evaluate how 





Half of the included studies reported statistically significant results in favour of the 
low-intensity psychological interventions, including all of the iCBT interventions. 
Although, the moderate-to-large effect sizes reported in the iCBT interventions are 
impressive, the iCBT studies relied predominantly on either comparisons with 
waitlist controls or no comparison at all. Only half of the bibliotherapy interventions 
reached significance. Given that the bibliotherapy interventions had smaller sample 
sizes, due to higher attrition rates, than the iCBT interventions, it is possible that 
these analyses lacked statistical power to detect small effects.  
 
Half of the included studies did not achieve adequate sample sizes which raises 
concerns about the reliability and generalisability of the findings and increases the 
chances of Type II errors. In particular, the studies on bibliotherapy reported the 
highest levels of attrition across interventions whilst the studies on iCBT did not 
report this difficulty despite having longer intervention times and follow-up times in 
general. One possibility is that the iCBT interventions were more interactive and 
engaging than the bibliotherapy interventions. Furthermore, participants in the iCBT 
intervention tended to be younger (Mage = 64.4) than those in the bibliotherapy 
interventions (Mage = 72.03) suggesting that age may have been a mediating 
factor. However, a recent study comparing iCBT to bibliotherapy in an adult sample 
(Smith et al., 2017) found that attrition rates between these interventions did not 
differ. Similarly, Stein-Shvachman, Karpas and Werner (2013) also concluded that 
differences in attrition rates between psychological interventions, across younger 
and older adults, is inconsistent in the literature. 
 
Interestingly, only half of the studies reported obtaining ethical approval. Given the 
increased vulnerability of the population samples used (e.g., older adults and those 
with mental health problems; WHO, 2018b) ethical considerations are paramount. 
Furthermore, older adults are at increased risk of cognitive impairment suggesting 
that informed consent is also an important factor in research with, and interventions 
for, older adults. 
 
Due to the wide range of outcome measures used and the inconsistent use of 
control groups across the evidence base for iCBT conducting a meta-analysis was 
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not feasible. However, given that research on iCBT for older adults appears to be on 
the increase, completion of a meta-analysis may be an appropriate option in the 
near future. 
 
There are several limitations of this review. Due to the limited number of studies 
describing low-intensity psychological interventions for older adults two 
compromises were made: Firstly, the minimum age limit falls below what can be 
considered to be ‘older adult’. For example, studies which included participants 
aged ≥ 40 were included in this review as long as a mean age of ≥ 50 was reported 
for the total sample. Therefore, the findings are not strictly based on data from 
older adults alone.  
 
Secondly, this study included a wide range of low-intensity psychological 
interventions permitting that improved mental health was the primary target of the 
intervention. The heterogeneity of the interventions included in this review means 
that it is difficult to draw conclusions about all types of low-intensity psychological 
interventions.  
 
Finally, we were unable to find any grey literature. Although three of the included 
studies did not report any statistically significant results, the majority of the included 
studies did. It is possible that a positive results bias is present in the older adult 
intervention literature whereby studies that do not support the use of low-intensity 
psychological interventions are not submitted, or indeed accepted, for publication. 
 
Conclusion 
In conclusion, low-intensity psychological interventions focussed on either treating 
depression or anxiety are likely to benefit older adults, in their 60s and 70s, who 
are experiencing mild-to-moderate depression or anxiety. More specifically, iCBT 
interventions were effective at reducing both anxiety and depression symptoms 
while bibliotherapy was only evidenced to be effective at reducing depression but 
not anxiety symptoms. The provision of clear information about what the low-
intensity psychological intervention entails and the availability of clinician guidance 
and mental health monitoring throughout the duration of the intervention is 
essential. Future research should strive to better understand and reduce the mental 
healthcare inequalities between rural and urban populations by seeking 
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involvement from rural-dwelling older adults. Increasing the availability of low-
intensity psychological interventions to all will provide more options to mental 
health service consumers thereby promoting a less prescriptive approach to mental 
healthcare. This approach may help to facilitate autonomy and competence in older 





 Guided iCBT and bibliotherapy are likely to benefit older adults in their 
60s and 70s experiencing mild-to-moderate levels of depression. 
 Guided iCBT is also likely to benefit older adults in their 60s and 70s 
experiencing mild-to-moderate levels of anxiety. 
 The usefulness of such interventions for older adults (aged 80+), those 
with subthreshold symptoms, men and those from lower socio-economic 
backgrounds remains unknown. 
 Providing the option of low-intensity psychological intervention, 
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Objectives: Mental health literacy (MHL) is associated with recognition of mental 
health needs, service utilisation and improved mental health outcomes. Little is 
known about the factors pertaining to older adults that perpetuate, ameliorate or 
confound these associations, particularly in a rural context. This study explored the 
level of MHL and the relationships between MHL, mental health, experiential 
avoidance, willingness to use mental health services and demographic variables in 
rural, community-dwelling older adults.  Method: In total, 151 respondents (aged 
≥65, M = 71.9) took part in a cross-sectional survey. The MHL Scale, Acceptance in 
Action Questionnaire-II (experiential avoidance) and Clinical Outcomes in Routine 
Evaluation-10 (mental health status) were used to measure the variables of interest. 
Results: Respondents had good MHL. Half of the respondents reported being 
aware of local mental health services for older adults. Older age (r (146) = -.32, p < 
.001) and lower educational attainment (F (1,145) = 5.34, p = .020) were associated 
with poorer MHL in our sample. MHL was not significantly correlated with either 
mental health problem severity or experiential avoidance. Willingness to use mental 
health services was associated with lower experiential avoidance (ρ (146) = -.266, p 
= .001), better mental health (ρ (146) = -.193, p = .018) and better MHL (ρ (146) = 
.467, p ≤ .001). These findings should be interpreted cautiously due to limitations of 
the ‘willingness to use mental health services’ measure. Conclusion: Improving 
rural-dwelling, older adults’ MHL and their awareness of locally available services 
and supports may help to increase their willingness to seek mental health support. 
Keywords: Older Adult, Mental Health Literacy, Mental Health, Experiential 
Avoidance, Rural 
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Health organizations worldwide are faced with the challenges of working within the 
context of an ageing population (United Nations: UN, 2015). Understanding how 
mental health problems develop and are maintained in older adult populations is 
important for improving mental health care (Andrew & Dulin, 2007). One factor 
known to exacerbate mental health problems is a lack of timely and appropriate 
mental health intervention (Mind, 2013). Although older adults experience similar 
rates of mental health problems to the general population (World Health 
Organization: WHO, 2016), they are less likely to seek (Wutrich & Frei, 2015) or 
access mental health services (Cole, McCusker, Sewitch, Ciampi & Dyachenko, 
2008) compared to younger people (Chaplin, Farquharson, Clapp & Crawford, 
2015). In addition, mental health services for older adults are relatively 
underdeveloped and understaffed (e.g., only a small percentage of psychologists 
specialise in geropsychology; Hoge, Karel, Zeiss, Algeria & Moye, 2015) despite 
efforts to ban age discrimination (The Equality Act, 2010; Department of Health, 
2012). 
 
In Scotland, there is a need for mental health services to find ways to better engage 
older adults who are experiencing mental health problems, particularly in rural areas 
(The Scottish Government, 2016). Rurality poses a unique set of barriers to health 
and healthcare. For example, rural populations in the United States are more likely 
to experience higher than average rates of poor health and less likely to have 
access to health services (National Healthcare Disparities Report, 2010). These 
inequalities become more pronounced in older adult populations due to barriers: to 
exercising (e.g., uneven terrain, absence of streetlights), nutritious diet (e.g., more 
expensive, limited food options in villages) and accessing services (e.g., 
geographical spread, lack of public transport) (Durazo et al., 2011). Deprivation and 
isolation are key risk factors for mental health problems across the lifespan (Scottish 
Borders Mental Health Strategy, 2017) and are notably relevant for rural-dwelling 
older adults (Duzaro et al., 2011).  
 
Evidence suggests that both older adults and rural inhabitants are less likely to 
access mental health services or to have good mental health knowledge (e.g. 
Bartlett, Travers, Cartwright & Smith, 2006; Hauenstein, Petterson, Rovnyak, 
Wagner, 2006). Mental health literacy (MHL) refers to the knowledge and 
55 
 
understanding of mental health, which can improve prevention, early detection and 
management of mental health problems (Jorm et al., 1997). MHL is predicted by age 
and socio-economic status (SES); with older age (Farrer, Leach, Griffiths, 
Christensen & Jorm, 2008; Fisher & Goldney, 2003; Wetherall et al., 2009) and 
lower SES (Holman, 2015) associated with lower levels of MHL. A qualitative study 
with service-providers and older adult service-users in Australia (Fuller, Edwards, 
Procter & Moss, 2000) found that rural populations have historically needed to be 
very self-reliant and it is possible that this has affected rural people’s willingness to 
seek professional help.  
 
Research suggests that older adults may be more likely to use avoidance-based 
coping strategies (Andrew & Dulin, 2007; Blanchard-Fields, Casper-Jahnke & 
Camp, 1995; Bryant, 2010) perhaps as a way to cope with the higher levels of 
chronic pain and physical health problems generally experienced by older adults 
(Hayes, Luoma, Bond, Masuda & Lillis, 2006; WHO, 2016).  It is possible that, in the 
absence of good MHL and ease of access to mental health services (Bartlett et al., 
2006) older adults may be more likely to manage their distress by avoiding their 
emotions rather than actively seeking help. The term ‘experiential avoidance’ refers 
to a person’s unwillingness to experience uncomfortable emotions, thoughts or 
memories, and their subsequent drive to suppress or avoid acknowledging these 
experiences (Hayes et al., 1996). Experiential avoidance serves to provide short-
term relief from emotional distress but can exacerbate psychological problems over 
time (Hayes & Gifford, 1997). Indeed, older adults with mental health problems 
reported more thought suppression (Petkus, Gum & Wetherall, 2012) and had 
higher scores on a measure of experiential avoidance (Andrew & Dulin, 2007) than 
those without mental health problems.  
 
The combined risks of an ageing population, inadequate service preparedness and 
comparatively poor mental health service utilisation by older adults, increases the 
likelihood of a large-scale mental health crisis in the near future. Andersen’s (1995) 
‘health behaviour model’ posits that service utilisation relies on (1) predisposing 
factors (e.g., demographic characteristics and health beliefs), (2) enabling factors 
(e.g., availability and ease of access), and (3) perceived health needs. The health 
needs of older adults have been clearly identified by health organisations (e.g., 
WHO, 2016) suggesting that the barriers to healthcare may lie in predisposing 
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factors, enabling factors, and perhaps in discrepancies between older adults self-
perceived health needs and their needs as identified by others. Indeed, improving 
older adults perceptions of need may help to appropriately increase the number of 
older adults accessing mental health services (Byers, Arean & Yaffe, 2012).  
 
Firstly, predisposing factors which may act as barriers to older adults accessing 
mental health services include: male gender (Mackenzie, Gekoski & Knox, 2006; 
Pettigrew, Donovan, Resceud, Boldly & Newton, 2010), less contact with people 
who have mental health problems (Bartlettet al., 2006), poor MHL (Kim, Rhee, Lee, 
Park & Sharratt, 2017) and experiential avoidance (Andrew & Dulin, 2006). Indeed, 
a cross-sectional survey study found that half of older adults identified ‘a personal or 
psychological obstacle, including denial/fear and stress’ as their primary barrier to 
mental health service utilization (Bocker, Glasser, Nielsen & Wedidenbacher-Hoper, 
2012, pp.10). 
 
Secondly, despite the health behaviour model using the term ‘enabling factors’ 
(Andersen, 1995) the research literature often reports on barriers rather than aids to 
older adult service utilization.  Therefore, such barriers reported in the older adult 
literature include financial and transport difficulties (Pepin, Segel & Coolidge, 2009), 
rural living (Hauenstein et al., 2006), lack of knowledge about how to access 
supports (Andersen, 1995), and stigma (Pettigrew et al., 2010; Segal, Coolidge, 
Mincic & O’Riley, 2005). Stigma relates to society’s often negative, stereotyped 
views about people who experience mental health problems (e.g., that those with 
mental health problems are dangerous) and is associated with social isolation and 
exclusion for those experiencing it (Mental Health Foundation, 2019). Those who 
live in rural areas may also be at increased risk of experiencing stigma (Rost, Smith 
& Taylor, 1993).   
 
Thirdly, in relation to perceived health needs, over-acceptance of mental health 
problems as a normal part of ageing (Burroughs et al., 2006; Pettigrew et al., 2010; 
Sarkisian, Lee-Henderson & Mangione, 2003; Wutrich & Frei, 2015) sometimes 
coined the ‘understandability phenomenon’ (Law, Laidlaw & Peck, 2010) may 
influence self-perceived need for help. Indeed, mental health problems are under-
recognized and under-treated in older adults (Bryant, 2010) due in part to poor 
mental health problem detection by service providers (Palinkas et al., 2007). 
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Similarly, one’s lack of knowledge about mental health (i.e., poor MHL) may also 
hinder self-identification of mental health problems and subsequent service 
utilization (Bonabi et al., 2016).  
 
Gaps in Mental Health Literacy Research 
MHL transcends all three of the health behaviour model categories outlined by 
Andersen (1995). Both MHL and service utilisation share a number of associated 
factors in common. For example, female gender (Hadjimina & Furnham, 2017), 
higher SES (Kim et al., 2017) and knowing people who have mental health problems 
(Gum et al., 2009; Piper, Bailey, Lam & Kneebone, 2018) have all been linked to 
higher MHL in older adults and increased service utilisation in general. Indeed, MHL 
has also been found to mediate the relationship between SES and depressive 
symptoms on service utilization (Kim et al., 2017). However, there has been limited 
focus on exploring factors within older adults that perpetuate, ameliorate or indeed 
confound the interaction between MHL and help-seeking behaviour. One such factor 
that will be considered in our study is the phenomenon of experiential avoidance. 
 
Measurement of MHL has often relied on participant’s assessments of vignettes. 
This methodology has been criticised for its emphasis on psychiatric terminology 
(Swami, Persaud & Furnham, 2011). A wide range of measures for MHL have been 
developed and used each with their own set of limitations, discussion of which is 
beyond the scope of this article. Of note however, are the limitations of MHL 
measures used in the studies reported here. For example, Kim et al. (2017) used a 
measure which was originally designed for use with carers of children with mental 
health problems, while Bonabi et al. (2016) measured depression literacy but not 
MHL more broadly and Hadjimina and Furnham (2017) relied on six vignettes to 
measure MHL. The use of vignettes may reduce the concept of ‘MHL’ to mental 
health problem recognition while failing to explore mental health attitudes 
(O’Conner, Casey & Clough, 2014). For the purposes of this study, use of a MHL 
measure that encompasses mental health problem recognition as well as attitudes 
towards and, beliefs about, mental health problems (e.g. O’Connor & Casey, 2015) 
will be utilised in order to assess a broader representation of MHL as described by 




In Scotland, there is a recognized need to improve the mental healthcare older 
adults’, particularly those in rural areas, receive (The Scottish Government, 2016). 
Although there is a focus on improving health literacy across the lifespan in Scotland 
a similar plan for MHL is not mentioned (The Scottish Government, 2017). There 
appears to be a lack of research investigating the MHL of older adults (Kutcher, Wei 
& Coniglio, 2016) living in rural areas worldwide (Piper et al., 2018) and particularly 
outside of the United States, Canada and Australia, where the majority of the 
research originates. This is important given the differences in healthcare provision 
between the United Kingdom (U.K.), where health services are publically funded, 
and other countries which rely on privately funded healthcare.  
 
Objectives 
The aims of this research are twofold. Firstly, this research aims to explore the level 
of MHL in a rural, community-dwelling older adult sample in Scotland and compare 
this to older adult populations in the research literature using statistical analysis. 
Respondents’ awareness of local mental health services and supports for older 
adults will also be sought. This will help establish whether community initiatives to 
improve MHL are warranted in this context and inform the extent to which existing 
findings can be generalised. 
 
Secondly, the relationships between demographic characteristics, self-reported 
willingness to use mental health services, mental health, experiential avoidance, and 
MHL will be explored in order to identify factors associated with MHL in older adults 
and to make suggestions about how mental health services might better engage this 
population. The research hypotheses are as follows: 
 
Hypothesis 1: The variance in both MHL and in self-reported willingness to use 
mental health services can be partially accounted for by demographic characteristics 
(age, gender, education, income, rurality) whereby older age, male gender, lower 
educational attainment and income, and increased rurality will be negatively 
associated with MHL and with willingness to use mental health services. 
 
Hypothesis 2: MHL will be negatively correlated with both experiential avoidance 
and with mental health problem severity. The relationship between MHL and 
experiential avoidance can in part be explained by mental health problem severity 
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whereby those with higher mental health problem severity will have lower MHL and 
higher experiential avoidance. 
Hypothesis 3: Higher MHL and lower experiential avoidance will be associated with 
higher self-reported willingness to use mental health services in older adults 




In order to maximise sample size and increase the likelihood of achieving a 
representative sample from the community minimal inclusion and exclusion criteria 
were employed. Inclusion criteria: 1) older adults aged ≥ 65 years, 2) living in the 
Scottish Borders, 3) able to speak and understand proficient English, 4) without 
significant cognitive impairment and 5) able to provide written consent. The decision 
to require a minimum age of 65 years reflects a cut-off commonly accepted in the 
research literature on older adults (Shenkin, Harrison, Wilkenson, Dodds & Ioanidis, 
2017).  
 
Sample characteristics.  
As shown in Table 1; of the 148 respondents included in this study, 61.5% were 
female, the majority identified as white (98.6%) with a mean age of 71.9 years (5.70; 
65 – 91). Respondents lived in the countryside (18.9%), village (28.4%) or a town 
(44.6%). Educational attainment was high with 68.9% having a college or university 
degree. The remaining 30.4% had completed secondary school. Almost all 
respondents were retired (89.9%) with a small percentage still in employment 
(8.8%). Respondents annual incomes ranged from less than £10,000 (18.9%), 
£10,000 – 20,000 (43.9%) to over £20,000 (27.7%) per annum. The majority of 
respondents were married (66.9%). The remaining respondents were widowed 
(12.8%), single (12.8%), cohabitating (5.4%) or preferred not to say (2%).  
 
One hundred and twelve respondents (75.7%) were taking medication. The majority 
of respondents took medication for physical health problems (87.4%) with a small 
percentage taking medication for mental health problems (2.7%) or both physical 
and mental health problems (8.1%). Twenty-seven (18.2%) respondents reported 
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having difficulties with their memory and two respondents reported having dementia. 
Approximately, one sixth of respondents (16.2%) had used mental health services at 
some point in their lives. Responses to the CORE-10 indicated that three quarters of 
respondents did not have any mental health problems while 12.1% can be described 
as having mild mental health problems and 12.1% can be described as having 
moderate-to-severe mental health problems. However, only nine respondents 
(6.1%) self-identified as having a mental health problem. The majority (94.6%) 
indicated that they would seek help from a GP, followed by a partner (37.2%), a 
friend (28.2%), other (10.8%) and no one (5.4%). Those who mentioned other 
supports suggested family (n = 7), therapist/counsellor (n = 4), mental health 
professional (n = 2), God (n = 1) and the internet (n = 1).  
 
Table 1. Sample Characteristics 
Variable N (%) Local Population 
Age: 71.9 (5.70) 65 – 91 years 
65 – 74 











































































































Prefer not to say 
Don’t know 
   




    1 (0.9) 
 



































































Lack of willingness to use MHS²  
Agree 
Neither dis/agree  





















Note. ¹ Semi-retired/self-employed; ² MHLS item 27 ‘If I had a mental illness, I would 
not seek help from a mental health professional’; 
3 
Family (n = 7), therapist/counsellor 
(n = 4), mental health professional (n = 2), God (n = 1) and the internet (n = 1).
 
a
Scottish Borders Council (2012, p.12); 
b
Scottish Borders Health & Social Care 
Partnership (2015, pp. 7 & 10); 
c 









A sample size of 115 respondents for correlation analyses and 100 respondents (95 
CI, margin of error = .05) for multiple regression analyses with three independent 
variables was estimated using G*Power (Faul, Erdfelder, Buchner & Lang, 2009). 
Power calculations using the tables suggested by Cohen (1992) recommend a 
sample size of 118 respondents in order to detect a medium effect (with an alpha 
level of .01) for analyses involving multiple regression with three independent 
variables. This increases to 147 respondents when up to eight variables are used 
(Cohen, 1992).  
 
These estimated sample sizes are notably smaller than sample sizes reported in the 
MHL literature. Research exploring correlates and predictors of MHL in older adults 
has used sample sizes between 80 - 300 respondents and obtained statistically 
significant results (e.g., Andrew & Dulin, 2007; Fisher & Goldney, 2003; Hadjimina & 
Furnham, 2017; Piper et al., 2018; White & Casey, 2016). In order to proceed with 




The Scottish Borders is a rural region comprising two towns (populations circa 
14,000; The Scottish Government, 2009) and several smaller towns with populations 
under 10,000 (New Ways Partners, 2011). ‘Rural’ is defined as living outside of 
settlements containing more than 10,000 residents (U.K. Government, 2016). 
Compared to other Scottish health boards, NHS Borders has one of the lowest 
referral rates to older adult mental health services (NHS Scotland Information 
Services Division, 2017). For example, the national referral rate for older adult 
services in the last quarter of 2016 was reported to be 1.2/1,000 while the Scottish 
Borders referral rate was 0.3/1,000 (NHS Scotland Information Services Division, 
2017). This appears to be a trend with other rural Scottish health boards; Grampian, 
Highland, Islands and Ayrshire having similar referral rates of 0.3 – 0.6/1,000 (NHS 
Scotland Information Services Division, 2017). This is despite the Borders having a 
higher older adult population (30.5% aged ≥ 60) than the rest of the U.K (24% aged 
≥ 60) (National Records of Scotland, 2017). However, the higher age requirement 





Public involvement in the development of research is both advantageous and good 
practice (INVOLVE, 2016). In line with recommendations by the European Research 
Area in Ageing (Barnes, 2007), advice on the questionnaire pack was sought from 
eight community-dwelling, older adults. A convenience sample of older adults (Three 
female, M age = 70.5, age range 65 – 77) volunteered to pilot the questionnaire 
pack and provide feedback.  
 
All volunteers rated the readability of the questionnaire, font, layout and length as 
either ‘very good’ or ‘good’. The ratings on the clarity and the content of the 
questionnaire were mixed with five volunteers rating these as ‘good’  and three 
volunteers rating these as either ‘poor’ or ‘very poor’. Two volunteers indicated that 
they were not confident what was being asked in the MHL scale (MHLS) and 
reported that the MHLS included many terms (e.g., ‘agoraphobia’, ‘dysthymia’, 
‘generalised anxiety disorder’) that would not be well understood by the public 
and/or older adults. Volunteers reported that the questionnaire took between 15 and 
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30 minutes to read and complete and indicated that the questionnaire was not 
difficult or tiring to complete.  Several changes to the questionnaire were made as a 
result of volunteer suggestions and feedback. However, despite some feedback that 
the terms used in the MHLS were difficult to understand, no changes to this scale 
were made in order to preserve previously established validity and reliability 
(O’Connor & Casey, 2015). 
 
Recruitment 
Recruitment was carried out using a snowballing sampling strategy. Local 
organisations delivered for and/or by older adults were provided with a brief outline 
of the research project followed by a request to distribute questionnaires. An 
increasing number of older adults (e.g., 41% over the age of 75; Office for National 
Statistics, 2017) are using the internet. Therefore, questionnaires were available 
both electronically and in hardcopy in order to increase sample size and diversity. All 
paper questionnaires included a pre-paid envelope. Six hundred questionnaire 
packs were distributed across 22 weeks of active recruitment between November 
2017 and November 2018. Of these, a total of 110 (18.33%) were returned. It is 
estimated that the electronic questionnaire reached approximately 300 potential 
respondents via mailing lists. Forty-one respondents completed the questionnaire 
online. There were no incentives for participating except for the option of receiving a 
summary of the findings (see Appendix D), which eleven respondents opted for. 
 
Ethics 
Ethical principles of confidentiality, informed consent, the right to withdraw and 
minimizing the possibility of distress were all carefully considered and applied 
(British Psychological Society; BPS, 2009). While it was not possible to ensure that 
respondents had intact cognitive functioning, the criterion that respondents must not 
have ‘significant cognitive impairment’ was stated in the information sheet. The 
demographic questionnaire asked respondents to indicate whether they had any 
difficulties with their memory or had received a dementia diagnosis as a further 
method of screening for cognitive impairment. Potential distress was minimized 
through the provision of clear information about the research topic, the types of 
questions asked, and details for helplines and complaints procedures. Respondents 
were made aware that their answers would be kept anonymous and that their signed 
consent forms and contact details would be filed separately and securely from their 
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completed questionnaire. Ethical approval from NHS Borders Research and Design 
and the University of Edinburgh was obtained (See Appendices E and F). 
 
Measures 
Questionnaire packs contained a plain language statement, an informed-consent 
form, demographic questionnaire and three standardised measures (Mental Health 
Literacy Scale, Clinical Outcomes in Routine Evaluation-10, Acceptance in Action-II 
questionnaire). The demographic questionnaire comprised tick-box items detailing 
age, gender, ethnicity, level of rurality (e.g., town/village/countryside), educational 
attainment, income range, marital status, employment, the presence of physical 
and/or mental health problems, medication, use of mental health services, 
awareness of community supports/resources and who respondents would seek 
support from if they had a mental health problem (See Appendix G). 
 
Mental Health Literacy Scale (MHLS: O’Connor & Casey, 2015) 
The MHLS is a 35 item measure used to address all three areas of mental health 
literacy (e.g., problem recognition, mental health knowledge and attitudes) as first 
defined by Jorm et al. (1997). Items are assessed using a range of Likert-type 
scales with and without midpoints (e.g., 4- and 5-point scales). In order to reduce 
response biases, 11 items are reverse scored.  The MHLS has good internal 
consistency (Cronbach’s alpha α = .873) and test-retest reliability at two week 
follow-up (r = .797). Higher scores indicate better MHL with a total possible score of 
160 and a minimum possible score of 35. Although no formal cut-offs exist, previous 
research (White & Casey, 2016) using the MHLS has found that a community 
sample of older adults had a mean score (M = 123.65) which was comparatively 
lower than younger adults (M = 130). Furthermore, an analysis of 43 mental health 
professionals indicated a mean score of 145.49 (SD = 7.19) (O’Connor & Casey, 
2015). These statistics can provide a meaningful comparison whereby scores of 
more than 135 arguably reflect ‘high mental health literacy’.  
 
Acceptance and Action Questionnaire (AAQ-II; Bond et al., 2011)  
The AAQ-II is a 7-item measure used to assess level of psychological flexibility and 
experiential avoidance. It has good internal consistency (α = .84) and test-retest 
reliability at 3 month follow-up (r = .81) (Bond et al., 2011).  Respondents are asked 
to rate the extent to which they believe statements relating to experiential avoidance 
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are true of them (e.g., ‘I’m afraid of my feelings’) on a 7-point Likert type scale 
ranging from ‘never true’ to ‘always true’ with a midpoint of ‘sometimes true’. Total 
scores range from 7 - 47 with higher scores indicating greater experiential 
avoidance. Total scores ≥ 24 are associated with clinically relevant levels of distress 
in adults (Bond et al., 2011).  
 
Clinical Outcomes in Routine Evaluation (CORE-10; Barkham et al., 2013) 
The CORE-10 consists of 10 statements about mental health (e.g., ‘I have felt 
despairing or helpless’) and is used to assess current mental health. Respondents 
are asked to rate each item on a 5-point Likert-type scale ranging from ‘not at all = 0’ 
to ‘most or all of the time = 4’. Two items are reverse scored. The CORE-10 has 
been found to have good reliability (α = .90) and validity as measured by 
correlations with the previously used CORE-OM across both non-clinical and clinical 
(r = .92/.94) samples (Barkham et al., 2013). The CORE-10 also has acceptable 
convergent validity with a range of anxiety, depression and general wellbeing 
measures with correlation coefficients ranging from .56 to .81. Lower scores indicate 
better mental health and scores can be divided into six categories ranging from 
healthy (0 – 9) or mild mental health problems (scores 10 – 14) to severe mental 
health problems (scores of 15 – 40). 
 
Reliability 
Cronbach’s alphas were calculated for all three measures where data was complete. 
All measures had good reliability: MHLS (α = .879), AAQ-II (α =.927) and CORE-10 
(α = .857). One item pertaining to willingness to use mental health services was 
separated from the MHLS in order to analyse this variable independently. The 
MHLS without this item indicated good reliability (α = .874). 
 
Design and Statistical Analyses 
A cross-sectional study design was used. Demographic data was recorded, 
compared to the local population where possible and summarized using descriptive 
statistics. Survey data was analysed using the Statistical Package for Social 
Sciences programme (SPSS version 24; IBM Corp, 2016). Correlation and 
regression analyses and analysis of variance (ANOVAs) were used to explore 
relationships between the variables.  
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Violations of normal distribution (e.g., linearity, homoscedasticity, multicollinearity) 
and the presence of outliers were assessed. A regression line was computed in 
order to check linearity and homogeneity of variance and to identify any outliers in 
the data. Missing data was accounted for by using the total scale mean in instances 
where missing data was less than 10%. An alpha of p ≤ 0.05 was used. 
 
Results 
One hundred and fifty-one older adults completed the survey. Three respondents 
were excluded from the analyses; two due to incomplete, signed consent forms and 
one due to a high percentage (>20%) of missing data.  
 
Missing data analyses revealed that an additional 20 respondents had some missing 
data below 5%.  Items 4, 5 and 13 on the MHLS had a high percentage of missing 
data (3.4% - 7.4%). However, Little’s Missing Completely at Random test was 
insignificant for the MHLS (p = .637), AAQ-II (p = .698) and the CORE-10 (p = .910) 
indicating that the data was missing at random. Missing values for the three, 
validated measures were calculated using total scale means as recommended by 
Barkam et al. (2013) and in the absence of formal recommendations for the other 
measures.  
 
Outlier analysis was undertaken on each of the total scale mean scores. No 
respondent was a consistent outlier across all measures. Two respondents were 
identified as outliers based on their MHLS scores and one based on their AAQ-II 
(experiential avoidance) score but in the interest of representation were not 
excluded from the analyses. Data from the two respondents who reported that they 
did have a dementia were not significantly different from other respondents in the 
sample. There were no significant differences between those respondents who 
completed the questionnaire online and those who completed a paper copy on any 
of the experimental measures. However, those who completed the online 
questionnaire were younger (Mage = 70.05, SD = 4.18) and were more likely to 
have attended college or university (M = 2.85, SD = 0.36; where 2 = secondary 
school and 3 = college/university) than those who completed the paper version of 
the questionnaire (Mage = 72.57, SD = 6.06, p = .016) and (M education = 2.63, SD 




Data distribution for the three measures was explored to check assumptions of 
skewness and kurtosis. Of the three experimental measures, only the MHLS had a 
normal distribution while both the AAQ-II (experiential avoidance) and CORE-10 
(mental health status) were positively skewed. The Kolmogorov-Smirnov test 
indicated that the data for these two measures was significantly skewed and that the 
kurtosis was disproportionate (i.e., z scores > 3). The single-item measure 
‘willingness to use mental health services’ was also significantly negatively skewed. 




An independent samples t-test was run in order to compare the mean level of MHL 
in our sample of rural community-dwelling older adults to the mean level of MHL in 
community-dwelling older adults (aged ≥ 65) reported in a similar study (White & 
Casey, 2016). On average, respondents in our sample (M = 127.33, SD = 12.53) 
and respondents in White and Casey’s (2017) study (M =123.65, SD = 11.34) had 
good mental health literacy. However, MHL scores for respondents in our sample 
were significantly higher, (t (242) = -2.33, p = .021) than those reported in White and 
Casey’s (2016) study. 
 
Half of the respondents either reported that they were not aware of any mental 
health services for older adults locally (n = 46) or did not comment (n = 34). As seen 
in Table 2 the remaining respondents (n = 68) suggested a wide range of services 

















Table 2. Local mental health services for older adults suggested by respondents  
 
Service     n1  
 
Dementia services (e.g., Alzheimer’s society, dementia café, day unit) 
 
18 
General Practitioner  16 
NHS 10 
Mental Health Team for Older Adults 9 
Mental health professionals (e.g., psychiatrists, nurses, psychologists, 
counsellors)  
9 
Adult Mental Health Team 7 
Charities (e.g., Samaritans, SAMH, Penumbra, New Horizons) 6 
Main hospital 5 
Social services 3 
Lunch clubs/support groups 3 
Drop in clinics 2 
Inpatient ward at local hospital 2 





= number of responses across 68 respondents. 
 
 
The relationships between all demographic variables and all experimental variables 
were assessed using parametric and non-parametric correlations and one-way 
ANOVAs. As shown in Tables 3 and 4, age, educational attainment, willingness to 
use mental health services, medication purposes, current health problems, 
relationship status and whether respondents had been referred to, or used, mental 
health services were all significantly related to at least one of the experimental 
variables. Given that Spearman’s correlation analyses indicated that none of the 
demographic variables were significantly correlated with self-reported willingness to 
seek help no demographic variables were entered into the regression analysis as 










Table 3.  
Summary of Correlations between Experimental and Demographic variables 
 
Variable MHLS AAQ-II            CORE-10 
Age       -.321*** -.129 -.018 
Willingness to use MHS       .467*** a -.266** -.193* 
MHLS         -.124 -.142 
AAQ-II           .548** 
CORE-10    
 
Note. N = 148, All correlations except for MHL x Age are Spearman’s correlations. 
AAQ-II = Acceptance in Action Questionnaire-II (experiential avoidance); CORE-10 = 
Clinical Outcomes in Routine Evaluations (mental health status/problem severity); MHLS = 
Mental Health Literacy Scale. 
a 
correlated with MHLS excluding item 27 about willingness to use mental health services 
(MHS). 
*p ≤ .05. ** p ≤ .01. *** p ≤ .001. 
 
 
As shown in Table 4 those who were widowed or who preferred not to state their 
relationship status had higher scores on the CORE-10 (mental health problem 
severity) than respondents who were married, cohabitating or single. Respondents 
who had either mental health problems or both physical and mental health problems 
had higher scores on the AAQ-II (experiential avoidance) on average than did 
respondents who had physical health problems alone. However, these findings 
should be interpreted with caution as the number of participants within each health 
status category varied considerably and the subsamples were insufficient for 
appropriate statistical tests to confirm this. Finally, those who had used or been 
referred to mental health services in the past had higher MHL, higher experiential 






Summary of significant ANOVAs between Experimental and Demographic variables 
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Note. MHS = mental health services. 
a 
= Three respondents declined to answer or did not know; 
b 
past and/or present MHS use. 
*p ≤ .05. ** p ≤ .01. *** p ≤ .001. 
 
 
Hypothesis 1: It was predicted that education and income would have a positive 
relationship with MHL and willingness to use mental health services while increased 
age, rurality and male gender would have a negative association with these 
dependent experimental variables.  
 
There was a positive, statistically significant relationship between MHL and 
educational attainment, (F (1,145) = 5.34, p = .020). As predicted, higher 
educational attainment was associated with higher MHL. There was a moderate, 
negative, statistically significant relationship between MHL and age, (r (146) = -.32, 
p < .001). As predicted, older age was associated with lower MHL. These 
relationships met the assumptions of linearity. There were no significant 
relationships between MHL and gender, income or rurality or between self-reported 
willingness to use mental health services and age, gender, rurality, income or 
education.  
 
Hypothesis 2: The relationships between MHL, experiential avoidance and mental 
health problem severity were explored to test the prediction that the relationships 
would be negative. The CORE-10 (mental health problem severity) and AAQ-II 
(experiential avoidance) experimental variables were assessed for homoscedasticity 
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and multicollinearity. Spearman’s correlations indicated that there were non-
significant, negative relationships between MHL and experiential avoidance, (ρ (146) 
= -.12, p = .134) and between MHL and mental health problem severity, (ρ (146) = -
.14, p = .086). As there was no significant correlation between MHL and experiential 
avoidance the hypothesis that any relationship between these two variables could in 
part, be explained by mental health problem status/severity was not assessed. 
                                            
Hypothesis 3: It was predicted that higher MHL and lower experiential avoidance 
would be associated with higher self-reported willingness to use mental health 
services in older adults independent of demographic variables.  Data did not meet 
the assumptions for homoscedasticity and a regression analysis was not carried out. 
As previously seen in Table 3 Spearman’s correlations indicated that willingness to 
use mental health services was associated with lower experiential avoidance (ρ 
(146) = -.266, p = .001) and higher MHL (ρ (146) = .467, p = .001). Data also 
indicated that willingness to use mental health services was also associated with 
better mental health (ρ (146) = -.193, p = .018). However, the single-item measure 
of willingness to use mental health services is unreliable due to its significant 
negative skew and narrow range of data points. 
 
Discussion 
Older adults are less likely than younger adults to access or receive mental 
healthcare when they have mental health difficulties (Chaplin et al., 2015; Lievesley, 
2009). Achieving equality between older and younger adults’ mental healthcare is a 
globally recognised priority (Mental Health Commission of Canada, 2012; The 
Department of Health, 2012; The Equality Act, 2010; The Scottish Government, 
2016, Royal Australian and New Zealand College of Psychiatrists, 2011). In 
Scotland, there is a need for mental health services to find ways to better engage 
rural-dwelling older adults (Scottish Government, 2016).  
 
This study explored the level of mental health literacy (MHL) in a rural, Scottish, 
community-dwelling older adult sample in order to establish whether community 
initiatives to improve MHL are warranted in this context. In order to establish which 
characteristics are related to MHL and to self-reported willingness to seek mental 
health service support, the relationships between these variables and mental health, 
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experiential avoidance and, demographic characteristics were explored. Two of the 
three hypotheses were partially supported. However, these results should be 
interpreted with caution given the limitations of our sample’s generalisability to the 
wider older adult population. 
 
On average, respondents in our study had good MHL and significantly higher MHL 
scores than those reported in White and Casey’s (2016) study on older adults in 
Australia. However, the respondents in their study had lower educational attainment 
(i.e., 18.75% primary school only, 55% further education; White & Casey, 2016) than 
in our study (e.g. 0% primary school only, 68.9% further education).  Given that 
educational attainment is significantly correlated with MHL (Holman, 2015) it is 
possible that the higher educational attainment of respondents in our study also 
explains the higher MHL scores. Furthermore, given that MHL increases over time 
(Reavley, Too & Zhao, 2015) it is also possible that the differences observed are 
due to natural increases in population-level MHL over the past few years or that our 
sample were biased towards more educated older adults. 
 
Similarly to previous studies on MHL (Farrer et al., 2008; Holman, 2015), older age 
and lower educational attainment were associated with poorer MHL in our sample. 
Contrary to expectation, our analyses did not reveal any associations between 
gender or level of rurality and MHL. Previous research, using six vignettes to 
measure MHL also found no association between gender and MHL in older adults 
(Piper et al., 2018). They concluded that gender might be less relevant to MHL in old 
age (Piper et al., 2018). Furthermore, it is possible that our comparisons between 
towns, villages and living in the countryside were not different enough to yield 
significant results. Indeed, the largest towns in the area are still considered to be 
‘small’ by national standards (The Scottish Government, 2009), therefore all the 
respondents can be considered to be ‘rural’ inhabitants, the profiling of which is a 
considerable strength of this study. 
 
Our predictions that MHL would be negatively correlated with experiential avoidance 
and with mental health problem severity did not reach statistical significance. 
Indeed, our data for the experiential avoidance measure was significantly, positively 
skewed suggesting the presence of a floor effect. The nature of the study could be 
viewed as a self-selection caveat whereby those who have high experiential 
75 
 
avoidance may be less likely to agree to take part due to their more avoidant coping 
styles and wanting to avoid being confronted by personal and/or emotionally salient 
questions about their mental health. It is possible that this contributed to the non-
significant findings.  
 
MHL has previously been linked to better ability to self-detect mental health 
problems and therefore to better mental health outcomes (Jorm et al., 1997). Our 
findings did not support this association, possibly due to limitations in our data 
distribution (i.e., significantly, positively skewed) and/or limitations in our 
measurement of mental health. For example, the CORE-10 may only capture 
transient mental health status and does not predict longer-term psychological 
functioning or well-being over time (Barkham et al., 2013). Furthermore, the single-
item measure ‘willingness to seek mental health service support’ did not have a 
sufficient range or variety of responses to make accurate predictions about 
relationships between these variables. 
 
The strong correlation between experiential avoidance and mental health problem 
severity suggests that these constructs are similar or share a common root such as 
poor reflective function. Previous research (Wolgast, 2014) suggests that use of the 
AAQ-II (experiential avoidance) alongside measures of psychological well-being 
increases the chances of confounded measurement. Indeed, these two measures 
indicated a high degree of correlation and their individual relationships with the MHL 
scale (MHLS) were consistent in terms of directionality. 
 
Our findings relate to the three constructs in Andersen’s (1995) health behaviour 
model of service utilization (i.e., demographic characteristics and health beliefs; 
perceived availability of mental health services; perceived health needs). Firstly, in 
terms of demographic characteristics and health beliefs our findings indicated that 
better mental health, lower experiential avoidance and higher MHL were associated 
with self-reported willingness to use mental health services while, poorer mental 
health, higher experiential avoidance and higher MHL were associated with actual 
service use in an educated sample of older adults. This finding is interesting 
because it highlights contrasting relationships between both experiential avoidance 
and mental health and, past and prospective mental health service utilisation. Segal 
et al. (2005) found that adults both reported high levels of willingness to seek mental 
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health support. However, it is unclear whether such self-reports lead to actual 
behaviour, especially during times of poor mental health. Indeed, research suggests 
that people tend to predict that they will engage in more, personally desirable, future 
behaviours than what happens in actuality (Poon, Koehler, & Buehler, 2014). As 
previously highlighted, these results should be interpreted with caution given the 
limitations in the measurement of self-reported willingness to use mental health 
services. 
 
None of the demographic variables in our study were associated with self-reported 
willingness to seek mental health support. This was unexpected given previous 
findings indicating that female gender and higher education predicted willingness to 
seek psychological help (Mackenzie et al., 2006). However, because this variable 
was significantly, negatively skewed it is possible that the responses were not 
heterogeneous enough to uncover any differences between level of willingness to 
seek mental health service support and demographic characteristics. Indeed, a 
ceiling effect may have been present given that the vast majority of respondents 
indicated that they would be willing to seek mental health support to varying degrees 
(e.g., 96.6%).  
 
Secondly, in relation to the perceived availability of mental health services, as 
described in Andersen (1995), only half of the respondents in our study were able to 
identify a locally available mental health support for older adults. Similar to Pettigrew 
et al’s (2010) findings, few respondents identified specialist mental health services 
or mental health professionals while most made reference to more generic health 
services (e.g., general practitioners; GPs). The majority of respondents reported that 
they would seek help from their GP in the first instance, should they have concerns 
about their mental health. This may be a reflection of the stepped healthcare model 
in the U.K., where access to mental health services usually requires a referral from 
primary care (Mind, 2019).  
 
Thirdly, in relation to perceived health needs (Andersen, 1995) results from the 
CORE-10 (mental health status/problem severity) indicated that 24.2% of the 
respondents had some level of mental health difficulty. However, only 9% of 
respondents reported that they had a mental health problem and only 16% had 
accessed mental health services. Recognition of mental health problems is key for 
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triggering help-seeking behaviour (Bonabi et al., 2016; Schomerus, Matschinger, & 
Angermeyer, 2009). In line with concerns raised by Byers et al (2012) our findings 
suggest that some respondents who might benefit from mental health services have 
not accessed them and that some respondents who experience mental health 
difficulties do not self-identify as having a mental health problem. Older adults with 
poor MHL tend to view their mental health symptoms as part of physical disability 
(Tomczyk et al., 2018). It is possible that a similar effect was present in our sample.  
 
Implications 
Given that older adults in our sample and in other studies (Bocker et al., 2012; White 
& Casey, 2016) are most likely to visit their GP when they have concerns about their 
mental health, primary care settings such as health centres may provide the most 
optimal location for reaching rural, community-dwelling older adults in the U.K. The 
provision of specialist mental health education, consultation and support to GPs may 
be beneficial in order to improve both mental health problem recognition (Chaplin et 
al., 2015; Tomczyk et al., 2018) and referral pathways (Cole et al., 2006) for older 
adults.  
 
Increasing client involvement with the decision-making process is important for 
ensuring equitable mental healthcare for older adults (Raue & Sirey, 2011). In order 
to also better engage older adults in their mental healthcare, the provision of mental 
health information for older adults will also be important (Chaplin et al., 2015; 
Mackenzie et al., 2006). Despite our sample being more educated than the local 
population, approximately one third to half of our sample did not know of any 
services to support them should they have concerns about their mental health. 
Therefore, more information about local mental health services and supports and 
their remits may be helpful. Indeed, older adults were more likely to use mental 
health services when there was consistency between their expectations and their 
experiences of such services (Pettigrew et al., 2010).  Similarly, a qualitative study 
indicated that rural-dwelling adults were unlikely to seek mental health support 
because they perceived that mental health services were for those who had severe 





Community initiatives should strive to increase the awareness of mental health 
problems in later life, across generations so that families can also help to identify 
and support their older adult relatives (White & Casey, 2016). While children and 
adults receive MHL interventions at school or work respectively (Kutcher et al., 
2016) a similar format for providing such interventions for older adults is less 
obvious. Government initiatives to improve MHL lag behind those of health literacy. 
For example, while the NHS has a website specifically designed for providing 
information on common physical health concerns (The Scottish Government, 2017) 
an equivalent for mental health concerns has not yet been made available (The 
Scottish Government, 2016). However, given that internet availability and 
infrastructure in rural areas can be problematic (e.g., Durazo et al., 2011) the 
provision of information over the radio may be a more accessible and cost-effective 
method for providing information about mental health to older adults (e.g., Travers & 
Bartlett, 2011) including those who may have lower educational attainment.  
 
Study Strengths and Limitations  
This is the first study, to our knowledge, that investigates these constructs within a 
rural, older adult sample. The use of reliable and valid measures of mental health 
and MHL, comprehensive demographic data and adequate sample size of rural 
respondents are strengths of this study, particularly given the heightened levels of 
stigma surrounding mental health for rural inhabitants (Rost et al., 1993) and the 
possible impacts this might have on willingness to participate in research on mental 
health. However, our one-item measure of willingness to seek mental health service 
supports indicated the presence of a ceiling effect. Use of a valid and reliable multi-
item measure of willingness to seek help (e.g., the Attitudes Toward Seeking 
Professional Psychological Help Scale; Fischer & Farina, 1995) may have helped to 
mitigate these limitations. 
 
Based on the few local, population statistics available our sample was 
representative in terms of ethnicity, rurality (town/village/countryside) and gender 
divide in those aged ≥65 (i.e., higher proportion of females than males). However, 
our sample had a higher ratio of females to males and higher educational attainment 
than local population averages. In relation to educational attainment, respondent’s 
comments on the questionnaire indicated a nuanced level of knowledge, with some 
respondents pointing out that the questions pertaining to their attitudes about others 
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with mental health problems would depend on what type of mental health problem; 
e.g., ‘it depends on the mental illness. There is so much variety between and within 
a diagnosis’ (female, aged 80) and ‘some of my answers would depend on what 
degree of mental illness the person suffered from’ (female, aged 74). Similar to 
Bartlett et al’s (2006) study, response bias is a distinct possibility whereby those 
who had good mental health knowledge and/or were interested in mental health 
were more likely to participate than those without such knowledge.  
 
Deprivation has been linked to poor service utilization in rural areas (Duzaro et al., 
2011). Although respondents in our sample were highly educated, we cannot 
comment on levels of deprivation experienced by respondents. Characteristics 
typically associated with measurement of deprivation (e.g. income, employment 
opportunities) may not provide an accurate portrayal for those living in rural areas 
where commodities are often more expensive and more difficult to access (Burke & 
Jones, 2018).  Although we did explore rurality, our study may have been improved 
by further exploration into whether or not respondents had access to their own 
transport (e.g., car) because that would have helped to determine relative isolation. 
Furthermore, it was not possible to determine the length of time respondents in our 
study had been living in the Scottish Borders. Therefore, some respondents may 
have retired to the area more recently. Asking respondents how long they had lived 
in the Scottish Borders may have helped to determine whether length of stay in a 
rural location is associated with well-being and MHL.  
  
Despite several characteristics of our sample suggesting some representativeness 
to the wider older adult population our findings are not generalisable to older adults 
who have cognitive impairments, those who may be less educated or those who are 
in residential accommodation. Furthermore, the identified associations in our study 
rely on correlation analyses and it is not possible to infer causality.  
 
Conclusion 
In conclusion, rural-dwelling older adults with at least secondary school education, 
who have higher MHL, better mental health and lower experiential avoidance are 
generally more likely to report being willing to access mental health supports if 
needed. Our findings suggest that some respondents who might benefit from mental 
health services have not accessed them and that some respondents who 
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experience mental health difficulties do not self-identify as having a mental health 
problem. Although the older adults in our study had high levels of educational 
attainment and good MHL as measured by the MHL scale, few of them were aware 
of local mental health services and supports for older adults experiencing mental 
health problems.  
 
We propose that improving the MHL of older adults, particularly in relation to the 
availability and remit of different mental health services and supports, will help to 
empower them to make more informed decisions about their mental healthcare. Our 
research findings indicate that MHL interventions might be particularly beneficial for 
older adults who have lower educational attainment as this demographic 
characteristic was associated with lower MHL in our study. We also propose that 
primary care settings such as health centres may be the best location for providing 
mental health information to older adults. This could be done through specialist 
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Appendix A: Author Guidelines for Clinical Gerontologist 
Clinical Gerontologist publishes three types of articles: (1) Original Research 
Reports; (2) Conceptual Reviews; (3) Clinical Comments. In addition, we accept 
papers designated as by New and Emerging Professionals – which may be any of 
these three types. All submissions are peer-reviewed, with final decisions made by 
the Editors.  More information on each manuscript type is provided below. 
Note, all manuscripts should include five sections consisting of Introduction, 
Methods, Results, Discussion, and Clinical Implications (when possible, as a 
bulleted list), except case studies in which a case presentation is substituted for the 
“Methods and Results” section.  
Original research reports include randomized intervention studies, cohort 
observational studies, survey research, and studies of assessment or diagnostic 
tests.  If describing scale development, please include a useable version of the 
scale as an appendix when possible.  If not, please indicate where the scale can be 
obtained.  The manuscripts should include five sections consisting of Introduction, 
Methods, Results, Discussion, and Clinical Implications (preferred format is a 
bulleted list).   Maximum length:  5,000 words not including abstract, tables, figures, 
references.  
Original brief reports provide the opportunity to succinctly present a concise 
research contribution. The manuscripts should include five sections consisting of 
Introduction, Methods, Results, Discussion, and Clinical Implications (preferred 
format is a bulleted list).   Maximum length:  2,000 words not including abstract, 
tables, figures, references.  The Editors may request that original research reports 
be shortened to brief report length.  
Conceptual Reviews may include systematic reviews of the literature, meta-
analyses, and/or manuscripts presenting new or revised theoretical models.  
All reviews should provide systematic, critical assessments of literature that 
yield conclusions of direct clinical importance to the behavioral health care of 
older adults.  The manuscripts should include five sections consisting of 
Introduction, Methods of review, Results, Discussion, and Clinical 
Implications (preferred format is a bulleted list).  Maximum length:  6,000 
words not including abstract, tables, figures, references.  






Appendix B: Quality Appraisal Tool 
Quality Rating for: The Effectiveness of Psychoeducational Interventions on the Well-being of Older Adults: A systematic review 
Study Author & Year:                                                                               Reviewer Initials:                                                       Date: 
MINORS 
Item & Question 
Decision  
2: reported and adequate 
1: reported but inadequate 
0: not reported or N/A  
Additional Comments 
1. A clearly stated aim: the question addressed should be precise and relevant 
in the light of available literature.  
 
  
2. Inclusion of patients: all patients (satisfying the criteria for inclusion) have 
been included in the study during the study period (if excluded, details about 
the reasons for exclusion given).  
 
  
3. Prospective collection of data: data were collected according to a protocol 
established before the beginning of the study (e.g., data collected is consistent 
with stated aims or hypotheses). 
 
  
4. Endpoints appropriate to the aim of the study: unambiguous explanation of 
the criteria used to evaluate the main outcome which should be in accordance 
with the question addressed by the study (e.g. are the tools used valid for 




5. Unbiased assessment of the study endpoint: blind evaluation of objective 
endpoints. Otherwise the reasons for not blinding should be stated. (double-
blinding is not required) 
  
6. Follow-up period appropriate to the aim of the study: the follow-up should   
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be sufficiently long to allow the assessment of the main endpoint. 
 
7. Loss to follow up less than 5%: all patients should be included in the 
follow up. Otherwise, the proportion lost to follow up should not exceed the 
proportion experiencing the major endpoint. (5-50% attrition 
acceptable/adequate if an intention to treat analysis done). 
 
  
8. Prospective calculation of the study size: information of the size of 
detectable difference of interest according to the expected incidence of the 
outcome event, and information about the level for statistical significance and 




Additional criteria in the case of comparative study  
9. An adequate control group: having a gold standard diagnostic test or 
therapeutic intervention recognized as the optimal intervention according to 
the available published data (e.g. RCT with active treatment control) 
 
  
10. Contemporary groups: control and studied group should be managed 
during the same time period (no historical comparison). 
 
  
11. Baseline equivalence of groups: the groups should be similar regarding 
the criteria other than the studied endpoints. Absence of confounding factors 
that could bias the interpretation of the results or that confounding variables 
are accounted for in the analyses. 
 
  
12. Adequate statistical analyses: whether the statistics were in accordance 
with the type of study with calculation of confidence intervals or relative risk 
(consider: sample size-is there enough power to run the analyses? Do 
hypotheses match up with results? Parametric testing without justification or 





CASP  Yes, Can’t Tell, No Additional Comments 
7. Have ethical issues been taken into consideration?  
Consider: 
• If there are sufficient details of how the research was explained to participants 
for the reader to assess whether ethical standards were maintained  
• If the researcher has discussed issues raised by the study (e.g. issues around 
informed consent or confidentiality or how they have handled the effects of the 
study on the participants during and after the study)  
• If approval has been sought acquired from the ethics committee  
  
 






Appendix C: Author Guidelines for Journal of Aging & Mental Health 
Aging & Mental Health provides a leading international forum for the rapidly 
expanding field which investigates the relationship between the aging process and 
mental health. The journal addresses the mental changes associated with normal 
and abnormal or pathological aging, as well as the psychological and psychiatric 
problems of the aging population. The journal also has a strong commitment to 
interdisciplinary and innovative approaches that explore new topics and methods.  
 
Aging & Mental Health covers the biological, psychological and social aspects of 
aging as they relate to mental health. In particular it encourages an integrated 
approach for examining various biopsychosocial processes and etiological factors 
associated with psychological changes in the elderly. It also emphasizes the various 
strategies, therapies and services which may be directed at improving the mental 
health of the elderly and their families. In this way the journal promotes a strong 
alliance among the theoretical, experimental and applied sciences across a range of 
issues affecting mental health and aging. The emphasis of the journal is on rigorous 
quantitative, and qualitative, research and, high quality innovative studies. 
 
Readership: The journal is directed at an international audience, with editors in 
London, Hong Kong and North America and an Editorial Board from around the 
world. The readership of the journal is drawn from many disciplines, with particularly 
strong representation from psychiatrists and psychologists working with older 
people. Its strong scientific foundation makes it of considerable interest to basic and 
applied scientists interested in the biological, psychological and social aspects of 
aging and mental health. 
Aging & Mental Health is an international, peer-reviewed journal publishing high-
quality, original research. Please note that this journal only publishes manuscripts in 
English. 
Aging & Mental Health accepts the following types of article: 
 Original article 
 Short report 
 
Original article 
 Should be written with the following elements in the following order: title page 
(including Acknowledgments as well as Funding and grant-awarding bodies); 
abstract; keywords; main text; references; appendices (as appropriate); 
table(s) with caption(s) (on individual pages); figure caption(s) (as a list) 
 Should be no more than 5000 words, inclusive of figure captions, footnotes, 
endnotes, excluding references, cover pages and tables/figures. 
 Should contain a structured abstract of 250 words. A structured abstract 
should cover (in the following order):  Objectives, Method, Results, and 
Conclusion. Read tips on writing your abstract. 








Appendix D: Participant Summary 
 
 





You are receiving this letter because you took part in a local research 
survey ‘older adults knowledge about mental health’ (between 2017-
2018) and you indicated that you would like to obtain a summary of the 
study’s findings. I would like to take this opportunity to thank you once 
again for your participation. 
Please find enclosed a summary of the main findings from the research 
study. I hope they will be of interest to you. If you have any questions or 
concerns please feel free to contact me on the number or email address 
included below. The full doctoral thesis will be available at the 
University of Edinburgh archives. 
 
Kind Regards, 
Gwendolyn Cremers (Trainee Clinical Psychologist)  
Tel: (07775227129)  




Mental Health Knowledge Study: Summary Sheet 
Background: Older adults around the world are less likely to be referred to mental 
health services than younger people when they have mental health problems. 
Government initiatives want to find ways to improve the quality of mental health 
services and to make such services more accessible to older adults. Research shows 
that people who have better mental health knowledge are more likely to seek and 
receive appropriate support for mental health problems. Mental health knowledge 
(literacy) is not very well researched in older adults or in people who live in rural 
areas. Some research suggests that older adults (people over 65 years old) no less 
about mental health than younger people.  
Rationale: 
 The Borders has a higher older adult population compared to the rest of the U.K. 
(National Records of Scotland, 2017)  
 NHS Borders has one of the lowest referral rates to older adult mental health 
services in Scotland (NHS Scotland Information Services Division, 2017) 
 There is a need for mental health services to find ways to better engage older 
adults who are experiencing mental health difficulties (Scottish Government, 
2016).  
Purpose: This study aimed to find out the level of mental health literacy of older 
adults in the Scottish Borders and to find out what services and supports people 
were aware of. It also aimed to explore whether mental health literacy is related to 
older adult’s well-being, their coping styles and their use of mental health services.  
Who Participated? 
One hundred and fifty one older adults (aged 65 years and older) took part in the 
study. Two thirds of participants had gone to college or university and the majority 
of participants were women (61.5%). 
Study Findings: Most participants (94.6%) indicated that they would seek help 
from a GP, followed by a partner (37.2%), a friend (28.2%), other (10.8%) and no 
one (5.4%). Half of the participants were aware of a wide range of local mental 
health supports but only a small number of these identified the Mental Health for 












Mental health services and supports suggested by participants 
 




 Dementia services (e.g. Alzheimer’s society, dementia 
café, day unit) 
 
18 
 General Practitioner  16 
 NHS 10 
 Mental Health Team for Older Adults 9 
 Mental health professionals (e.g. psychiatrists, nurses, 
psychologists, counsellors)  
9 
 Adult Mental Health Team 7 
 Charities (e.g. Samaritans, SAMH, Penumbra, New 
Horizons) 
6 
 Main hospital 5 
 Social services 3 
 Lunch clubs/support groups 3 
 Drop in clinics 2 
 Inpatient ward at local hospital 2 














 Approximately one sixth of respondents (16.2%) had used mental health services 
at some point in their lives and most participants (96.6%) agreed that they would 
seek support from a mental health professional if they had a mental health 
problem. Some older adults who might benefit from mental health services have 
not accessed them.  
 24.2% of participants described symptoms of mental health difficulty but only 
6.1% self-identified as having a mental health problem. Some older adults who 
experience mental health difficulties do not self-identify as having mental health 
problems. 
 The older adults in this study had higher mental health literacy compared to 
older adults in an Australian study from 3 years ago. This survey might have 
appealed to people who were already more knowledgeable about mental health. 
 Younger participants and participants who had completed higher education were 
more likely to have better mental health knowledge.  
 Better mental health knowledge was linked to willingness to seek mental health 
support but not to better mental health. 
 Participants who had more avoidant coping styles (e.g. who were more likely to 
push upsetting thoughts or emotions out of their mind) were less likely to report 
that they would seek help for mental health problems.  
 This was an initial survey with a self-selecting group of people. We can’t be sure 
how representative it is of the wider older-adult community. 
Implications for Service Improvement: 
Improving rural-dwelling, older adults’ mental health knowledge and their 
awareness of locally available services and supports may help to increase their 
willingness to seek mental health support. Providing information about local mental 
health services and supports for older adults may also help to empower older adults 
to make more informed decisions about their mental health and treatment options. 
In our sample, GPs were a first point of contact for concerns about mental health, 
so primary care settings such as health centres may be the best location for 
providing mental health information to older adults. This could be done through 
specialist education for GPs and/or information leaflets. 
We hope that mental health services and community organisations for older adults 
can learn from this research and that it offers some new ideas about how to engage 
and support older adults. 
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Appendix E: Ethical Approval 
 
RESEARCH ETHICS APPLICATION (REA) 
 
The forms required when seeking ethical approval in the School of 
Health and Social Sciences have now been merged into this single 
electronic document.  The sections you are required to complete will depend on the nature 
of your application.  Please start to complete the form from the beginning and proceed as 
guided.  On completion the entire document should be submitted electronically to your 




Project registration form : Compulsory for all applications 
Document checklist : Compulsory for all applications 
Level 1 Self Audit form : To be completed for all research studies that are not 
subject to review by an external UK based ethical 
committee. 
Level 2 /3 ethical review form : To be completed when indicated by responses on the 
Level 1 form. 
 
PROJECT REGISTRATION FORM 
 
This form is the first stage in applying for University ethical approval and should be 
completed prior to the commencement of any research project.  Applications submitted 
without appropriate documentation will be returned. 
Ethical approval is required for all projects by staff or students conducting research, or 
similar. 
Applicants should familiarise themselves with the School’s Research Ethics Policy prior to 
completion. 
PR1Name of Applicant: Mrs Gwendolyn Cremers 
PR2Name of Supervisor1: Dr. Azucena Guzman 
                                                          
1
 Not applicable to staff members. 
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PR3Project Title: An Exploration into the relationships between Mental health Literacy, 
Coping Styles and  Psychological Well-being in Older Adults in a Rural Scottish Area. 
PR4Subject  Area (section of school): Clinical Psychology 
PR5If student, type of assessed work that this application relates to: Doctoral Thesis 
PR6Planned date of project submission: 1ST March 2019 
PR7Date ethics application submitted: July  2017 
PR8(Date complete information submitted if different): 17/08/17 
PR9IRAS Approval Number if applicable: 
The following to be completed by ethics administrator 
PR10Date Approved: 4 Sept 2017: 22/08/17 
PR11Amendments Requested Date: 22/09/17 
PR12Amendments Approved Date: 27/09/17 
PR13Reviewer 1 








LEVEL 1 SELF AUDIT FORM 
 
The audit is to be conducted by all staff and students conducting any type of empirical 
investigation, including research, audit or service evaluation. 
The form should be completed by the principal investigator and, with the exception of staff, 
signed by a University supervisor. 
SA1Primary Research Question: 
 
 
SA2Please provide a brief summary of your proposed study.  Our interest is in areas of your 
methodology where ethical issues may arise so please focus your detail on areas such as 
recruitment, consent, describing your participants and the nature of their involvement 




The proposed project aims to explore the relationships between older adults’ self-
reported mental health literacy and their self-reported coping style, well-being and 
other demographic variables (e.g. marital status, income, gender, age).  
 
Recruitment 
Data will be collected via questionnaire surveys made available in hardcopy and 
electronically. The questionnaire packs will be made available online and also 
distributed in 10-20 community centres across the Borders. Permission to do so has 
been granted by local organisation management (LIVE Borders) who oversee a range of 
public venues in the region (e.g. libraries, leisure centres and village halls) and by 
Please tick What type of research are you planning to do? 
 Study of a novel intervention or randomised clinical trial to compare 
interventions in clinical  
practice 
 Study utilising questionnaires, interviews or measures, including auto- 
ethnographic. 
 Study limited to working with routinely collected clinical data 
 Meta-analysis or systematic review 
 Research database containing non-identifiable information 
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Scottish Borders Senior Networking Forum. Furthermore, requests to distribute the 
packs will also be sought from organisations for older adults’ based in the Borders (e.g. 
Age Scotland). Questionnaire packs will contain a letter of invitations, an information 
sheet, an informed-consent form, three standardised measures and a demographic 
questionnaire. It is expected that questionnaire packs will take approximately 20-30 
minutes to complete.  Questionnaire packs will clearly outline that participants are free 
to withdraw from the study at any time prior to submitting their questionnaire. Due to 
the anonymous nature of the study it will not be possible to withdraw participants after 
submission of the questionnaire.  
 
It is possible that older adult participants will find completing questionnaire pack 
strenuous. In order to ensure that the questionnaires are as easy as possible to 
complete, volunteers from the Scottish Borders Senior Networking Forum will be invited 
to complete the questionnaire and provide feedback. Feedback will be sought on the 
completion process including clarity, readability, wording, length and duration. 
 
The brief demographic questionnaire will comprise tick-box items detailing age, gender, 
ethnicity, geographical location (e.g. town/village/countryside), educational attainment, 
income range, marital status, social engagement, employment (incl. current or past 
profession), the presence of physical and/or mental health problems, their awareness of 
community supports/resources and who they would seek support from if they had a 
mental health problem). Three standardised measures which will be used are the 
Mental Health Literacy Scale (MHLS: O’Connor & Casey, 2015), Acceptance and Action 
Questionnaire (AAQ-II; Bond et al., 2011) and the Clinical Outcomes in Routine 
Evaluation (CORE-10; Barkham et al., 2013) 
 
Sample size 
In order to achieve the required sample size for this study a community sample of 265 
older adults (aged 65 and older) will be sought. In order to increase the likelihood of 
achieving the required sample size several considerations will be put in place: 1) minimal 
inclusion/exclusion criteria will be used, 2) help from a wide range of local agencies (e.g. 
social clubs, Senior Networking Forum) will be sought to identify potential participants 
and/or distribute questionnaire packs, 3) given the recent findings that increasing 
numbers of older adults (e.g. 41% over the age of 75) are frequently using the internet 
(Office for National Statistics, 2017b) an online version of the questionnaire pack will 
also be developed. While online recruitment has some advantages such as the potential 
to reduce costs (e.g. paper/postage) and increase sample size and diversity it also has 
some potential disadvantages. Although the requirement to live within the Scottish 
Borders in order to participate will be made clear to all potential participants it may be 
more difficult to regulate this when participants complete an online survey compared to 





 In order to maximise sample size and increase the likelihood of achieving a 
representative sample from the community minimal inclusion and exclusion criteria will 
be required. Inclusion criteria: 1) Older adults aged ≥ 65, 2) living in the Scottish Borders, 
3) able to speak and understand proficient English, 4) without cognitive impairment and 
5) able to provide written consent will be invited to participate in the study. The 
decision to require a minimum age of 65 years reflects a cut-off commonly accepted in 
the research literature on older adults. 
 
It will not be possible to ensure that participants’ have intact cognitive functioning. In 
order to reduce the likelihood of older adults’ with cognitive impairments participating 
in the study, the demographic questionnaire will ask participants to indicate whether 
they have any difficulties with their memory or have received any diagnoses of 
dementia or Alzheimer’s disease. It is unlikely that someone with a significant cognitive 
impairment would be able to fully complete the questionnaire pack and return it by 
post. Any returned questionnaires which raise questions about the participants’ ability 
to consent (e.g. questionnaires which are largely incomplete, above and beyond what 
would be expected, i.e. greater than 20% incomplete) will be excluded from the analysis 
(see section ER20 for further details). 
 
Participants who would like to receive a summary of the research findings will be 
instructed (on the questionnaire) to phone or email the primary researcher and leave 
their details. Participants will be made aware that their answers will be kept anonymous 
and that their signed consent forms will be filed separately from their completed 
questionnaire. Pre-paid, addressed envelopes will be provided.  
 
Data Management 
All data generated from the study will be non-identifiable and anonymous. Data will be 
stored on NHS Borders premises in a locked filing cabinet (e.g. completed hardcopies of 
the questionnaire) for up to five years as required by NHS R&D guidelines. Signed 
consent forms will be filed separately Electronically available data (e.g. excel 
spreadsheets) will not identify the participant. Data gathered will be password 
protected and stored in encrypted USBs and password protected computers (Data 
Protection Act, 1998). Data will also be offered for storage at The University of 
Edinburgh's DataShare repository to ensure preservation and continued access of data 
(see section ER27). The anonymous data may be accessed by ethically approved studies 
in the future (as consented by the participants). Consent from participants to use their 
anonymous data in future studies will be sought as part of the consent process. 
 
Data analysis 
All questionnaire data will be input into an Excel spreadsheet and analysed using the 
statistical software package SPSS. 
A breakdown of each hypothesis, the relevant variables and proposed analyses: 
 
Is there a relationship between mental health literacy and experiential avoidance? 
116 
 
(continuous variables) [correlation/non-directional] 
 
How much of the variance in self-reported mental health scores (continuous dependent 
variable) can be explained by experiential avoidance and mental health literacy 
(continuous independent variables)? [multiple regression/non-directional] 
 
Are lower mental health literacy (continuous independent variable) and higher 
experiential avoidance (continuous independent variable) associated with lower service 
utilisation (categorical dependant variable) in older adults? [logistic 
regression/directional] 
 
Does mental health literacy (continuous dependent variable 1) mediate the relationship 
between population characteristics (e.g. gender, education, marital status, income, 
experiential avoidance, health status, awareness of local resources: binomial, 
categorical independent variables) and mental health service utilisation (continuous 




The research findings will be disseminated to any participants who indicated an interest 
in obtaining a lay-summary of the findings, presented to NHS Borders staff and to 
Scottish Borders Senior Networking Forum. The research article will be submitted for 
peer-reviewed publication in either ‘The Journal of ageing and mental health’ or ‘The 
International Journal of Aging and Society.’ 
 
 
Please circle your answer as appropriate:  
 ETHICAL ISSUES 
  
SA3 
Bringing the University into disrepute 
Is there any aspect of the proposed research which might bring the 
University into disrepute?   
For example, could any aspect of the research be considered 






SA4 Protection of research subject confidentiality 
Will you make every effort to protect research subject 
confidentiality by conforming   to the University of Edinburgh’s 
guidance on data security, protection and confidentiality as 
specified in:   http://www.ed.ac.uk/schools-
departments/information-services/services/research-support/data-
library/research-data-mgmt/data-security 
For example, there are mutually understood agreements about: 
(a) non-attribution of individual responses;  
(b) Individuals, and organisations where necessary, being 
anonymised in stored data, publications and presentations;  
(c) publication and feedback to participants and collaborators; 
(d) With respect to auto-ethnographic work it is recognised 
that the subject’s anonymity cannot be maintained but 






                                                          
2
 ‘Identifiable information’ refers to information that would allow you to know, or be able to deduce, 
the identity of a patient.  The most common examples of this would be accessing medical records or 
similar, or accessing a database that includes patients’ names.  
 
SA5 Data protection and consent 
Will you make every effort to ensure the confidentiality of any data 
arising from the project by complying with the University of 
Edinburgh’s Data Protection procedures (see   
www.recordsmanagement.ed.ac.uk); 
For example 
(a)  Ensuring any participants recruited give consent 
regarding data collection, storage, archiving and 
destruction as appropriate; 
(c)  Identifying information2, (e.g. consent forms)  is 
held separately from data and is only accessible by the 
chief investigator and their supervisors; 
(e) There are no other special issues arising regarding 
confidentiality/consent. 
(f) That where NHS data is being accessed Caldicott Guardian 
approval has been obtained. 
 
No Yes 
SA6 Duty to disseminate research findings  
Are there issues which will prevent all participants and relevant 
stakeholders having access to a clear, understandable and accurate 
summary of the research findings? 
No Yes 
SA7 Moral issues and Researcher/Institutional Conflicts of Interest 
Are there any SPECIAL MORAL ISSUES/CONFLICTS OF INTEREST?  
Examples include, but are not limited to: 
(a) Where the purposes of research are concealed; 
(b) Where respondents are unable to provide informed consent 
(c) Where there is financial or non-financial benefit for anyone 
involved in the research, or for their relative or friend. 
(d) Where research findings could impinge negatively or 
differentially upon participants or stakeholders (for example when 
selecting an unrepresentative sample of a larger population).  
(e) Where there is a dual relationship between the researcher 
and subject? E.g. Where the researcher is also the subject’s 









SA8 Potential physical or psychological harm, discomfort or stress 
 
Is there any  foreseeable potential for: 
(a) s
ignificant psychological harm or stress for participants 
(b) s
ignificant physical harm or discomfort for participants? 
(c) s
ignificant risk to the researcher? 
 
Examples of issues/ topics that have the potential to cause 
psychological harm, discomfort or distress and should lead you to 
answer ‘yes’ to this question include, but are not limited to:  
Relationship breakdown;  bullying; bereavement;   mental health 
difficulties; trauma / PTSD; Violence or sexual violence; physical, 
sexual or emotional abuse in either children or adults; feedback of 
results from the project’s assessments. 
No Yes 
SA9 Vulnerable participants 
Will you be recruiting any participants or interviewees who could be 
considered vulnerable? 
 
Examples of vulnerable groups, the inclusion of which should lead 
you to answer yes to this question include, but are not limited to:   
Clients or patients of either the researcher OR the person recruiting 
subjects; Children & young people;  people who are in custody or 
care for example, offenders, looked after children or nursing home 
resident; persons with mental health difficulties including those 
accessing self-help groups; auto-ethnographic researchers 




Assessment outcome:  
SA10Have you circled any answers in BOLD typescript?   Please tick as appropriate 
No   (i) Your responses on the completed self-audit confirm the ABSENCE OF 
REASONABLY FORESEEABLE ETHICAL RISKS.  
(ii) Please now read the guidance below and provide the required signatures. 
(iii) You are NOT REQUIRED to complete a level 2/3 application form. 
(iv) Please submit the UoE HSS Ethics Application Form electronic document (in 
its entirety) along with ALL additional required documentation, failure to do 
so will mean that your form is returned to you. 
 
   
Yes   
 (i) Your responses on the completed self-audit indicate that we require further 
information to consider your application.  
(ii) Read the Guidance below and provide the required signatures. 
(ii) You ARE REQUIRED to complete a level 2/3 application form. 




Subsequent to submission of this form, any alterations in the proposed methodology of the 
project should be reviewed by both the applicant and their supervisor.  If the change to 
methodology results in a change to any answer on the form, then a resubmission to the 
Ethics subgroup is required.  
 
The principal investigator is responsible for ensuring compliance with any additional ethical 
requirements that might apply, and/or for compliance with any additional requirements for 
review by external bodies. 
 
 
 ALL forms should be submitted in electronic format.  Digital signatures or scanned in 
originals are acceptable.  The applicant should keep a copy of all forms for inclusion in their 
thesis.  HSS Section specific instructions for the submission of forms for each section is 
overleaf. 
_Gwendolyn Cremers_______        __11/07/17__ 
Student Name    Student Signature   Date 
 
_Dr Azucena Guzman   Azucena Guzman       12/07/17 
*Supervisor Signature    Supervisor Name   Date 
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*NOTE to Supervisor: Ethical review will be based only on the information contained in this 
form.  If countersigning this check-list as truly warranting all ‘No’ answers, you are taking 
responsibility, on behalf of the HSS and UoE, that the research proposed truly poses no 
ethical risks.  
 
LEVEL 2 / 3 ETHICAL REVIEW 
 
 Complete only if indicated in the conclusion of your level 1 form. 
 Applications will be monitored and audited to ensure that the School Ethics Policy 
and Procedures are being complied with and applicants contacted in cases where 
there may be particular concerns or queries.  
 Research must not proceed before ethical approval has been granted.  For this 
reason it is particularly important that applications are submitted well in advance of 
any required date of approval.  
 
If the answer to any of the questions below is ‘yes’, please elaborate and give details of 
how this issue is will be addressed to ensure that ethical standards are maintained.   The 
response boxes will expand as you complete them.  Forms that do not contain sufficient 
detail will be returned incurring delay. 
RISKS TO, AND SAFETY OF, RESEARCHERS NAMED IN THIS APPLICATION 
ER1Do any of those conducting the research named above need appropriate training to 
enable them to conduct the proposed research safely and in accordance with the 
ethical principles set out by the College? 
YES 
The primary researcher will require additional training, support and advice in 
conducting the proposed statistical analyses in order to ensure accurate and 
appropriate data management. 
ER2Are any of the researchers likely to be sent or go to any areas where their safety may 
be compromised, or they may need support to deal with difficult issues? 
NO 




RISKS TO, AND SAFETY OF, PARTICIPANTS 
ER4Are any of your participants children or protected adults (protected adults are those 




Anyone who will have contact with children or protected adults requires approval from 
Disclosure Scotland at http://www.disclosurescotland.co.uk/  
Do any of the researchers taking part in this study require Disclosure Scotland 
approval? 
Ethical approval will be subject to documentation confirming Disclosure Scotland 
approval with this form. 
NO 




Firstly, there is a risk that older adult participants will find completing questionnaire 
pack strenuous. In order to ensure that the questionnaires are as easy as possible to 
complete, volunteers from the Scottish Borders Senior Networking Forum will be 
invited to complete the questionnaire and provide feedback. Feedback will be sought 
on the completion process including clarity, readability, wording, length and duration. 
In the event that feedback indicates the need to make some changes to the 
questionnaire pack the amended pack will be resubmitted to R&D and for University of 
Edinburgh Ethics Committee for review and approval.  
Secondly, the questionnaire asks participants about their current and past mental 
health in addition to their knowledge about mental health difficulties more generally. 
It is possible that some participants, particularly those who may be emotionally 
avoidant, may find being asked about mental health confrontational and therefore 
upsetting. In order to reduce the likelihood of participant distress, information about 
participation in the study will clearly state that participants will be asked about their 
knowledge of mental health and about their own well-being. The participant 
information sheet will also outline the possible risks and disadvantages of taking part 
by stating that some questions may be upsetting for participants. The right to withdraw 
from the study at any time (prior to returning the questionnaire) will also be clearly 
stated. Contact details for the primary researcher will be provided and participants will 
be advised to please get in contact if they have any concerns or questions prior to or 
following participation. Contact details for representatives from both R&D within the 
NHS board and the University of Edinburgh Research Governance Committee will also 
be provided (see participant information sheet for details). Finally, the contact details 
for Samaritans (24 hour emotional support) will also be provided on the participant 
information sheet.   
ER6Does the research involve any physically invasive or potentially physically harmful 
procedures? 
NO 
ER7Could this research adversely affect participants in any other way? 
NO 
RESEARCH DESIGN 
ER8Does the research involves living human subjects specifically recruited for this 
research project 




ER9How many participants will be involved in the study? 
A sample of approximately 265 participants will be sought. 
ER10What criteria will be used in deciding on inclusion/exclusion of participants? 
 
In order to maximize sample size and increase the likelihood of achieving a 
representative sample from the community minimal inclusion and exclusion criteria 
will be required. 
Inclusion criteria: 1) Older adults aged ≥ 65, 2) living in the Scottish Borders, 3) able to 
speak and understand 
proficient English, 4) without cognitive impairment and 5) able to provide written 
consent will be invited to participate in the study. The decision to require a minimum 
age of 65 years reflects a cut-off commonly accepted in the research literature on older 
adults. 




Questionnaire packs (please see attached) will contain a letter of invitation, participant 
information sheet, an informed-consent form, three standardised measures and a 
demographic questionnaire. Pre-paid, addressed envelopes will also be included. The 
questionnaire packs will be made available online and also distributed in 10-20 
community centres across the Borders. Permission to do so has been granted by local 
organisation management (LIVE Borders) who oversee a range of public venues in the 
region (e.g. libraries, leisure centers and village halls). Furthermore, requests to 
distribute the packs will also be sought from organisations for older adults based in the 
Borders (e.g. Age Scotland). An online version of the survey will be made available and 
community organisations (e.g. LIVE Borders, Heart of Hawick) will be approached and 
asked to share the link to the survey on their FaceBook page or distribute the link in 
their newsletter (Scottish Borders Senior Networking Forum). 
 Participants will be made aware that their answers will be kept anonymous and that 
their initialled and signed consent forms will be filed separately from their completed 
questionnaire. Consent forms on the online version will comprise of the same format 
as the hardcopies. However, instead of initialling the statements of consent, 
participants will be required to tick the corresponding box to each statement in order 
to proceed with the survey. No signature will be required for the online survey but 
participants will be asked to tick a signature box instead. It is expected that 
questionnaire packs will take approximately 20-30 minutes to complete. Finally, 
participants who would like to receive a summary of the research findings will be asked 
to phone the primary researcher and provide their contact details, thereby ensuring 
that participant responses on the questionnaire cannot be linked to their identity. 
ER12Will the study involve groups or individuals who are in custody or care, such as 
students at school, self-help groups, residents of nursing home?  
 NO 
ER13Will there be a control group? 
 NO 
ER14What information will be provided to participants prior to their consent? (e.g. 
information leaflet, briefing session) 
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Participants will be provided with a letter of invitation, an information sheet and a 
consent form prior to agreeing to take part in the study. Should any participants have 
further questions prior to participating they may contact the primary researcher on the 
email and work telephone number provided (see participant information sheet for 
more details).  
ER15Participants have a right to withdraw from the study at any time. Please tick to 
confirm that participants will be advised of their rights, including the right to continue 
receiving services if they withdraw from the study. 
ER16Will it be necessary for participants to take part in the study without their 
knowledge and consent? (e.g. covert observation of people in non-public places) 
NO 
ER17Where consent is obtained, what steps will be taken to ensure that a written record 
is maintained? 
 
Upon receiving the completed questionnaire the primary researcher will check to 
ensure that a consent form has been completed before inputting the data into Excel. In 
order to maintain anonymity the initialled and signed consent forms will be filed 
separately from the completed questionnaire. Consent forms on the online version will 
comprise of the same format as the hardcopies. However, instead of initialling the 
statements of consent, participants will be required to tick the corresponding box to 
each statement in order to proceed with the survey. No signature will be required for 
the online survey but participants will be asked to tick a signature box instead. 
ER18In the case of participants whose first language is not English, what arrangements 
are being made to ensure informed consent? 
No arrangements have been made and the inclusion criteria stipulate that all 
participants must have proficient English. 
ER19Will participants receive any financial or other benefit from their participation? 
NO 
ER20Are any of the participants likely to be particularly vulnerable, such as elderly or 
disabled people, adults with incapacity, your own students, members of ethnic 





All participants must be aged 65 and over. The participant information sheet stipulates 
that participants must not have a dementia or cognitive impairment.  In order to 
protect elderly participants’ who may not have the capacity to consent to participation 
any questionnaires where participants have indicated that they have a diagnosis of 
Alzheimer’s disease or dementia (as asked in the demographic questionnaire) will not 
be included in the study in order to reduce the likelihood that participants 
‘participated’ without giving informed consent. Furthermore, any questionnaires which 
raise concerns about the participants’ level of ability/understanding (e.g. incomplete 
items, illegible writing /unusually placed responses will be discussed with the clinical 
thesis supervisor (consultant clinical psychologist in older adult services)and the 
decision about whether to include or discard the questionnaire will be agreed jointly. 
ER21Will any of the participants be under 16 years of age? 
NO 
ER22Will any of the participants be interviewed in situations which will compromise their 
ability to give informed consent, such as in prison, residential care, or the care of the 
local authority? 
NO 
DATA PROTECTION  
ER23Will any part of the research involve audio, film or video recording of individuals? 
NO 
ER24Will the research require collection of personal information from any persons 
without their direct consent? 
NO 
ER25How will the confidentiality of data, including the identity of participants (whether 
specifically recruited for the research or not) be ensured? 
128 
 
Electronically available data (e.g. excel spreadsheets) will not identify the participant 
and signed consent forms/contact details will be filed separately from questionnaire 
data. Raw data gathered will be password protected and stored in encrypted USBs and 
password protected computers (Data Protection Act, 1998). Anonymised data 
generated by the study will be saved on an NHS computer which is encrypted and 
password protected. However, the collated and anonymised dataset may also be 
analysed using personal or university computers.  
ER26Who will be entitled to have access to the raw data? 
The primary researcher and the clinical thesis supervisor will have access to the raw 
data. The primary researcher will input the raw data into an Excel file which will then 
be accessible to others within the research team (supervisors, statistician at the 
University). 
ER27How and where will the data be stored, in what format, and for how long? 
Data will be stored on NHS Borders premises (Adult Mental Health Administration, 
Huntlyburn House, Melrose, TD6 9BD) in a locked filing cabinet (e.g. completed 
hardcopies of the questionnaire) for up to five years as required by NHS R&D 
guidelines. This can be accessed by the clinical research supervisor and by the Head of 
Psychology in NHS Borders.  
Personal data (e.g. contact details for participants who requested and received a copy 
of the study's findings) will be destroyed within 3 months of the study ending. 
Anonymised raw scores on the questionnaires will be stored in a .csv file or Excel 
spreadsheet. A codebook would also be produced for the variables. This will be 
accessible by the clinical thesis supervisor (who is also the Head of Psychology within 
NHS Borders). 
The anonymised electronic dataset generated by the study will be stored on a 
password protected NHS computer, accessible by the clinical thesis supervisor, for at 
least five years. The anonymised dataset will also be offered for storage at The 
University of Edinburgh's DataShare repository for a minimum of ten years to ensure 
preservation and continued access of data. The anonymous data may be accessed by 
ethically approved studies in the future (as consented by the participants). Please see 
ER29 below for further details. 
ER28What steps have been taken to ensure that only entitled persons will have access to 
the data? 
Data gathered will be password protected and stored in encrypted USBs and password 
protected computers (Data Protection Act, 1998) 
ER29How will the data be disposed of? 
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There is no limit for the amount of time DataShare will curate data for. The 
anonymised data will be curated for a minimum of 10 years, followed by a review 
every 5 years. This is in line with standard curation periods taken by the Clinical 
Psychology Department at The University of Edinburgh, as recommended by the 
Medical Research Council. 
ER30How will the results of the research be used? 
The research findings will be submitted to the University of Edinburgh as a Doctoral 
Thesis in part fulfilment of the Doctorate in Clinical Psychology. The findings will also 
be disseminated to any participants who indicated an interest in obtaining a lay-
summary of the findings, presented to NHS Borders staff and to Scottish Borders Senior 
Networking Forum. The research article will be submitted for peer-reviewed 
publication in either ‘The Journal of ageing and mental health’ or ‘The International 
Journal of Aging and Society.’ 
This research will provide an estimate of the level of mental health literacy in the 
community and how that 
compares to other populations in the research literature. This will help to ascertain 
whether community initiatives to improve mental health literacy are warranted. 
Secondly, research concerned with, and involving rural-dwelling, older adults is of 
particular importance as older adults and rural communities are often marginalized 
(Fuller et al., 2000). Third, Compared to other Scottish health boards, NHS Borders has 
one of the lowest referral rates to older adult mental health services (NHS Scotland 
Information Services Division, 2017). This is despite the Borders having a higher older 
adult population (30.5% aged ≥ 60) than the rest of the U.K (24% aged ≥ 60) (National 
Records of Scotland, 2017). Given the significantly low rates of referrals to older adult 
mental health in the region, it is hoped that this research will help to identify relevant 
intrinsic/extrinsic barriers to accessing mental health support in older adults. This 
information will highlight areas for development within mental health services in terms 
of how we might better engage older adults. Findings may also have a bearing on 
recommendations for planning and policy development within health services for older 
adults. 
ER31What feedback of findings will be given to participants? 
Participants who would like to receive a summary of the research findings will be asked 
to phone the primary 
researcher and provide their contact details, thereby ensuring that participant 
responses on the questionnaire cannot be linked to their identity. The research findings 
will be disseminated to any participants who indicated an interest in obtaining a lay-
summary of the findings.  
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ER32Is any information likely to be passed on to external companies or organisations in 
the course of the research? 
NO 
ER33Will the project involve the transfer of personal data to countries outside the 
European Economic Area? 
NO 
ER34An application at this level is likely to require additional documentation, for 
example consent forms or participant information sheets.  Please return to the 
Documentation Checklist on page 2 to list your supporting documentation. 
 
 
ER35 ISSUES ARISING FROM THE PROPOSAL 
131 
 
I can confirm that the above application has been reviewed by two independent 
reviewers.  It is their opinion that: 
a) The ethical issues listed below arise or require clarification: 
 
1. Participant Information Sheet: Substitute another term, more suited to 
layperson, for ‘cognitive difficulties’ in the Participant Information Sheet. 
2. ‘How will my information be stored’ - should explain that will be kept securely 
on NHS Borders premises, with consent form stored separately from 
questionnaires. 
3. Ethics Application Form: ER5: Confirm that any amendments to questionnaires 
(following feedback from SBSNF) will be submitted for ethical approval.   
4. “Data will also be stored at Edinburgh University”. This is unclear – what data 
and how? 
5. There is an inconsistency between methodology and inclusion/exclusion. The 
inclusion say participants will reside in Scottish Borders, but method states that 
recruitment may be online – therefore participants may not be from Borders. 
This needs to be revised to be consistent in one direction or another.  
6. Apostrophe should after the ’s' at the end of older adults/participants/ etc.   
 
The applicant should respond to these comments in section 8 below. 
Signature:  
Position: Lecturer in Clinical Psychology, Ethics Tutor  
Date: 16/08/17 
ER36 APPLICANT’S RESPONSE (If required) 
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Thank you for your review. I have now made the required changes. Please see an 
outline of these below. 
1. Participant Information Sheet: Instead of ‘cognitive difficulties’ in isolation I 
have included ‘cognitive difficulties, e.g. problems with memory, 
concentration and not thinking as clearly’ 
2.  ‘How will my information be stored’ – I have added ‘All completed 
questionnaires will be stored separately from your signed consent forms and 
stored securely on NHS Border premises.’ 
3. Ethics Application Form: ER5: I have now included ‘In the event that feedback 
indicates the need to make some changes to the questionnaire pack the 
amended pack will be resubmitted to R&D and for University of Edinburgh 
Ethics Committee for review and approval.’ 
4. “Data will also be stored at Edinburgh University”. I assume this refers to the 
methods summary (SA2). There are further details about this in ER27 but I 
have now also included them in the summary section: ‘The anonymised 
electronic dataset generated by the study will be stored on a password 
protected NHS computer, accessible by the clinical thesis supervisor, for at 
least five years. The anonymised dataset will also be offered for storage at 
The University of Edinburgh's DataShare repository for a minimum of ten 
years to ensure preservation and continued access of data. The anonymous 
data may be accessed by ethically approved studies in the future (as 
consented by the participants). Please see ER29 below for further details’  
5. Participants must reside in the Scottish Borders as stipulated in the inclusion 
criteria. An online version of the questionnaire will be made available and will 
also stipulate the same inclusion criteria. However, in the summary section I 
highlight the potential (dis)advantages of online recruitment through local 
websites. One potential disadvantage of ‘online’ recruitment is that it may be 
more difficult to regulate/ensure that respondents do actually reside in the 
Scottish Borders compared to when respondents obtain a questionnaire pack 
from a local Scottish Borders venue. I can see that this has caused some 
confusion and have edited this section so that it might be clearer: ‘While 
online recruitment has some advantages such as the potential to reduce 
costs (e.g. paper/postage) and increase sample size and diversity it also has 
some potential disadvantages. Although the requirement to live within the 
Scottish Borders in order to participate will be made clear to all potential 
participants it may be more difficult to regulate this when participants 
complete an online survey compared to a questionnaire pack from a local 
community centre.’ In an attempt to better regulate this, an item asking ‘do 
you live in the Scottish Borders?’ has been added to the demographic 
questionnaire (see item 4). As R&D approval has only been granted for the 
Scottish Borders any participants who indicate that they do not live in the 
Scottish Borders will not be included in the study. 
6. Thank you for your comment, I have proof-read this document and amended 
grammatical inaccuracies.  
 
 






ER37 CONCLUSION TO ETHICAL REVIEW (if required) 
The applicant’s response to our request for further clarification or amendments has 
now satisfied the requirements for ethical practice and the application has therefore 
been approved. 
Signature:  
Position: Lecturer in Clinical Psychology, Ethics Tutor  
Date: 22/08/17 
ER38AMENDMENT/S: REQUEST FOR APPROVAL 
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Subsequent to receipt of ethical approval above, I, the applicant, would like to request 
the following amendment/s to my original proposal.   
These changes reflect suggestions and feedback made by 7 older adults who volunteered 
their time to read through, complete and answer questions the questionnaire pack. 
1. Cover/’poster’ page added to front of questionnaire pack in an attempt to make 
it more eye-catching. 
2. Consent form moved to inside the first page of the actual questionnaire so that 
participants can retain the information sheet more easily.  
 
3. Page numbers added to questionnaire 
4. Demographic questions:  
Q5. Now includes ‘college’ as an option in addition to university 
Q12. A ‘None’ option has been added 
 
5. p.5    CORE-10: Participants feedback that the numbering was confusing. It has 
been adapted to fit with the previous page’s instructions. Initially items 2 and 3 
had numbers descending (reverse score) while the rest of the items had numbers 
ascending. All items will now reflect the above. The primary researcher will 
reverse score when inputting the data. Items 2 & 3 which are reverse scored are 
marked with a discreet colon. 
 
6. Two volunteers did not complete sections 1-15 of the mental health literacy 
questionnaire because they felt that the terms were too difficult and they did not 
know the answers. Another said it felt like a medical exam. One person asked 
whether she could look up the terms on google. Therefore I have included: 
P6. ‘The purpose of these questions is to find out what you know and 
think about mental health. Most people do not get all of the questions 
correct or know what each term means. Please do not look words up. 
Please do your best to answer all of the questions even if you are unsure.’ 
 
In the hopes that it puts participants at ease and encourages them to answer even 
if they are unsure. 
  
7. Items 14  & 15 ‘your’ has been swapped to ‘someone’ in order to keep the 
questions consistent with previous questions about mental health knowledge and 
to help ensure that participants don’t become confused and think that only 
‘mental health patient’s should be completing the questionnaire as one volunteer 
thought. 
e.g. ‘: If you are at immediate risk of harm to yourself or others’  to ‘If someone is at 
immediate risk of harm to themselves or others’ and ‘if your problem is not life-
threatening and they want to assist others to better support you’ to ‘if someone’s 
problem is not life-threatening and the mental health professional wants to assist others 
to better support that person.’ 
 
8. Items 24, 32-35 were mistakenly not included previously and have now been 
added. 
9. Items 16 -28 and 29 – 35 have been reformatted in the interest of keeping 
response options/instructions as consistent as possible (initially a tick box now 




immediate risk of harm to themselves or others’ and ‘if your problem is not life-
threatening and they want to assist others to better support you’ to ‘if someone’s 
problem is not life-threatening and the mental health professional wants to assist others 
to better support that person.’ 
 
8.Items 24, 32-35 were mistakenly not included previously and have now been 
added. 
9.Items 16 -28 and 29 – 35 have been reformatted in the interest of keeping response 




ER39CONCLUSION TO ETHICAL REVIEW OF AMENDMENT 
 
I can confirm that the above amendment has been reviewed by two independent 
reviewers.  It is their opinion that: 
a.  Ethical issues have been satisfactorily addressed and no further response from 
the applicant is necessary,  
Signature:  
Position: Lecturer in Clinical Psychology, Ethics Tutor  
Date: 27/09/17 
 
ER40AMENDMENT/S: REQUEST FOR APPROVAL 
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Subsequent to receipt of ethical approval above, I, the applicant, would like to request 
the following amendment/s to my original proposal.  Please see bold type for 
suggested changes to the questionnaire pack: 
Cover Letter (P.2) 
1. As part of my studies I am required to complete a research project, the 
findings of which may be presented and/or published.' 
2. ‘return using the pre-paid envelope provided as soon as possible and before 
(date of deadline)’ 
Participant Information Sheet  
1. (P. 3)In section DO I HAVE TO TAKE PART: ‘once you have sent the 
questionnaire it will not be possible to withdraw you from the study as we 
will not be able to identify which one is yours’ 
2. (P.3) 'HOW WILL MY INFORMATION BE STORED' changed to 'HOW WILL MY 
INFORMATION BE STORED AND USED.' and 'Data from this study will be used 
in my doctoral thesis and for future publications and presentations. You will 
not be identifiable in any published information.' has been added. 
3. In the section 'person's to contact'(p.3) the word 'concerns' has been deleted 
so that it now reads: 'If you have any further questions about the study please 
contact the lead researcher' 
4. In the section 'person's to contact'(p.3) 'If you wish to make a complaint about 
the study please contact:' has been added to the Edinburgh Uni research 
governance contact details. 
5.  (P.3) An instruction to ‘Please retain this section for your own information’ 
has been added to the bottom of the page. 
Participant Consent Form 
1. Second consent box ‘I understand that my participation is voluntary and that I 
am free to discontinue my participation at any time, prior to sending the 
questionnaire, without experiencing any disadvantage. 
2. Third consent box, last word ‘records’ has been changed to ‘anonymised data’ 
(as volunteers advised that the wording was confusing and led them to think of 
medical records) 
3. Fourth consent box changed to include ‘I agree to my anonymised data being 
used towards publications and in future ethically approved studies.’ (In order 
to be more explicit) 
4. Signature line deleted-participants only asked to initial each item as before and 
to initial and date the bottom of the consent page. (This has been changed in 
order to ensure participant anonymity is maintained, following advice from 
volunteers that asking for their signature did not feel 'anonymous'. Given that I 
am asking participants about their mental health and attitudes towards others 
with mental health problems I feel that greater anonymity is important for the 
participants. Furthermore, omitting the signature means that the paper version 
of the questionnaire will be more similar to the online version of the  







This is important in order to maintain consistency across the two versions). 
Demographic Questionnaire (P.3): Item 16 ‘Tick all that apply’ added  
Mental health literacy scale (P. 6): Instructions changed to: ‘Most people do not get all 
of the questions correct or know what each term means’ 
Proposed changes to methodology. 
Recruitment Plan: Questionnaire pack distributed from Nov-Jan 2018 with a Jan 2018 




ER39CONCLUSION TO ETHICAL REVIEW OF AMENDMENT 
 
I can confirm that the above amendment has been reviewed by an independent 
reviewer.  It is the opinion that: 
a.  Ethical issues have been satisfactorily addressed and no further response from 
the applicant is necessary,  
 
Signature:  




ER41AMENDMENT/S: REQUEST FOR APPROVAL 
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Subsequent to receipt of ethical approval above, I, the applicant, would like to request 
the following amendment/s to my original proposal.   
NHS Borders R&D have not approved the proposal to change the consent signature to 
initials. The signature line on the consent form has been reinstated. Furthermore, a 
signature line for the primary researcher has been added in line with NHS Borders 
research policy. 
The demographic questionnaire has an additional question:  




ER39CONCLUSION TO ETHICAL REVIEW OF AMENDMENT 
I can confirm that the above amendment has been reviewed by an independent 
reviewer.  It is the opinion that: 
b.  Ethical issues have been satisfactorily addressed and no further response from 
the applicant is necessary,  
CLINICAL PSYCHOLOGY Research Ethics  
Today, 11:55CREMERS Gwendolyn 
Dear Gwendolyn, 









ER41AMENDMENT/S: REQUEST FOR APPROVAL 
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Subsequent to receipt of ethical approval above, I, the applicant, would like to request 
the following amendment/s to my original proposal (from 04_11_17)  
Recruitment 
The original recruitment strategies described in this proposal have been relatively 
unsuccessful. For example, 250 questionnaire packs distributed to a wide range of 
community centres, volunteers distributing questionnaires within their own 
organizations/groups and the online questionnaire made available through local 
newsletters and on community websites have only yielded 38 responses in total. 
I would like to request permission to include three new recruitment strategies in 
addition to the aforementioned strategies. I propose approaching groups and 
organizations (retirement homes, churches, social clubs etc) and asking whether I can 
attend their event/group and give a short presentation of my research project, answer 
any questions and invite participation in person. I also propose having a stall/table at 
community events or in community locations (with organizer/venue manager 
permission e.g. mental health awareness week, borders organic gardeners potato day, 
shopping centre). If approached I will offer information about my project, answer any 
questions and invite participation. I will have flyers with the online survey address and 
hardcopies of the questionnaire pack available. I will also offer to email any interested 
potential participants a link to the survey if that is more convenient for them. 
I will not ask participants to complete the questionnaire in my presence as this may 
lead participants to feel uncomfortable and unintentionally coerced. I will advise 
potential participants that they can take a look through the questionnaire in their own 
time and decide whether or not to take part. In this way their decision about whether 
to participate remains anonymous and they are free to determine whether to 
participate after better informing themselves by reading through the information pack.  
I would also like to request permission to put up posters in community locations with 
the survey website available on tear off slips (see attached) and to seek permission to 
contact the local paper and ask if they will include a short blurb including the survey 
link in their newspaper. 
Changes to information sheet 
Finally, I would like to make 2 changes to my information sheet. Several potential 
participants have contacted me to say that they do not think they will be of any use 
because they don’t know much about mental health. In addition to this, eyeballing the 
data it does indeed appear that only people with good mental health knowledge have 
participated. In order to encourage those who feel they do not have any mental health 
knowledge to take part and in order to try and get a more heterogeneous range of 
responses I would like to add ‘You do not have to have any experience or knowledge of  
 
mental health to participate’ to the cover page.  
 
Several participants have contacted me wondering if they can take part because they 
have noticed that their memory is not as good as it used to be. On p.3 of the information 
sheet I would like to change the wording of the exclusion criteria from ‘and you must not 
have a dementia or suffer from cognitive difficulties: e.g. problems with memory, 
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mental health to participate’ to the cover page.  
Several participants have contacted me wondering if they can take part because they 
have noticed that their memory is not as good as it used to be. On p.3 of the information 
sheet I would like to change the wording of the exclusion criteria from ‘and you must not 
have a dementia or suffer from cognitive difficulties: e.g. problems with memory, 
concentration and not thinking so clearly’ to ‘and you must not have a dementia or 
suffer from a diagnosed cognitive difficulty: e.g. significant problems with memory, 
concentration and not thinking clearly’. 
Once approved these changes will be amended on the online survey. 
Signature:  
Date: 07/02/18 
ER39CONCLUSION TO ETHICAL REVIEW OF AMENDMENT 
I can confirm that the above amendment has been reviewed by an independent 
reviewer.  It is the opinion that: 
MACBETH Angus Wed 21/02/2018, 12:35CREMERS Gwendolyn 
Hi Gwendolyn, 
I've just signed off your Uni form via Ethics inbox. 
Best, 
Angus 
Dr Angus MacBeth, CPsychol, AFBPsS 
Signature: 
Position: Lecturer in Clinical Psychology, Ethics Tutor  
Date:  21/02/18 
 
Acronyms / Terms Used 
NHS: National Health Service 
SHSS: School of Health in Social Science 
IRAS: Integrated Research Applications System 
 
Section: The SHSS is divided into Sections or subject areas, these are; Nursing Studies, 














Older Adults Knowledge about Mental Health 
 
 
Are you aged 65+ and live in the Scottish Borders? 
Do you have 20-30 minutes to spare? 
 
If so, I am interested in finding out what you think and 
know about mental health. 
 
You do not have to have any experience or knowledge 
of mental health to participate.  
Your participation will be anonymous 
Please look inside and see if you would like to take part. 
You can take part by reading the information and 
answering questions about yourself and about your 
knowledge of mental health. 
 








My name is Gwendolyn Cremers and I am a Trainee Clinical Psychologist in 
NHS Borders. As part of my studies I am required to complete a research 
project, the findings of which may be presented and/or published. I am 
interested in finding out about older adults’ knowledge about mental health. If 
you are aged 65 and over then your participation would be greatly valued.  
If you are willing and able to participate in my study please read the 
information sheet which outlines the research study. It is important that you 
read this so that you understand the purpose of the research, what is involved 
in participating and who will benefit from the study findings.  
If you are willing to participate please (1) read the information sheet (2) sign 
the consent form (3) complete the questionnaire survey enclosed and (4) 





Trainee Clinical Psychologist 




Participant Information Sheet 
 
Please read this information sheet carefully before deciding whether 
or not to participate in the study 
 
STUDY TITLE: An Exploration into the relationships between Mental Health 
Literacy, Coping Style and Psychological Well-being in Older Adults in a Rural 
Scottish Area. 
 
PURPOSES OF THE STUDY:  
This study aims to explore the mental health knowledge (also called ‘mental 
health literacy’) of older adults in the Scottish Borders. It also aims to explore 
whether mental health literacy is related to older adults’ well-being, their coping 
styles and their use of mental health services and supports. 
 
WHO CAN TAKE PART IN THE STUDY? 
To take part you must be:  
1) Aged 65 and over  
2) Live in the Scottish Borders  
3) Able to speak and understand English  
4) and you must not have a dementia or suffer from a diagnosed cognitive 
difficulty: e.g. significant problems with memory, concentration and not thinking 
clearly. 
 
DO I HAVE TO TAKE PART? 
You do not have to take part in the study unless you want to. Your decision 
about whether or not to participate in the study will not disadvantage you in any 
way. You can change your mind even after completing the questionnaire by not 
sending it. However, once you have sent the questionnaire it will not be possible 






WHAT WOULD BE EXPECTED OF ME? 
If you decide to participate in this study you will be asked to fill out the attached 
questionnaire (which will take about 20 minutes). You will be asked about your 
mental health knowledge, well-being, coping styles and other characteristics 
about yourself (such as your age, gender, income). 
 
HOW WILL MY INFORMATION BE STORED AND USED?  
Your answers in the questionnaire will be kept confidential and anonymous. 
Individual responses will not be reported in this study. All completed 
questionnaires will be stored separately from your signed consent forms and 
stored securely on NHS Border premises. Data from this study will be used in my 
doctoral thesis and for future publications and presentations. You will not be 
identifiable in any published information. 
 
BENEFITS OF THE STUDY:  
There will not be any direct benefits to you for taking part in the study. However, 
you will be given the option of receiving a summary of the study’s findings. There 
is a lack of research on older adults and the information you provide will be used 
to inform the research literature. It is hoped that this study’s findings can offer 
some new ideas about how to engage and support older adults.  
 
POSSIBLE DISADVANTAGES AND RISKS OF TAKING PART 
If you decide to take part you will be asked about your own mental health and 
well-being. Some of the questions may be upsetting for some people, although 
the risk is thought to be low. I do not anticipate any other risks to participants. 
However, sometimes our thoughts and feelings can overwhelm us. If you feel 
concerned that you are experiencing any distress please contact your general 
practitioner. 
 
You could also contact the Samaritans (available 24/7) who offer confidential, 
emotional support by freephone telephone (116 123) or email: 







PERSONS TO CONTACT 
If you have any further questions about the study please contact the lead 
researcher, Gwendolyn Cremers (Trainee Clinical Psychologist) on 
(07775227129) or Email: s1373579@sms.ed.ac.uk                    
 
If you would like to discuss this study with someone independent of the study 
team please contact: Mrs Joy Dawson on (01896 826 717) or email 
Research.governance@borders.scot.nhs.uk 
 
If you wish to make a complaint about the study please contact: The University 
of Edinburgh’s Research Governance team via email at: resgov@accord.scot 
 
 
Thank you for taking the time to decide whether or not to 














An Exploration into the relationships between Mental 
Health Literacy, Coping Styles and Psychological Well-




















Participant Consent Form 
STUDY TITLE: An Exploration into the relationships between 
Mental Health Literacy, Coping Style and Psychological Well-being in Older 
Adults in a Rural Scottish Area. 
LEAD RESEARCHER:  Gwendolyn Cremers, Trainee Clinical Psychologist, NHS 
Borders 
Please initial the following boxes: 
I confirm that I have read and understood the information sheet: version 
3, dated 04_11_2017 (see bottom of page). 
I understand that my participation is voluntary and that I am free to 
discontinue my participation at any time, prior to sending the 
questionnaire, without experiencing any disadvantage. 
I understand that relevant sections of data collected during the study 
may be looked at by individuals from the regulatory authorities and from 
the Sponsor (the University of Edinburgh) or from the/other NHS 
Board(s) where it is relevant to my taking part in this research. I give 
permission for those individuals to have access to my anonymised data. 
I agree to my anonymised data being used towards publications and in 
future ethically approved studies. 
I agree to take part in this study. 
Signature: ____________________________Date:_____________________ 
Researcher signature: ________________________Date:_________________ 
GWENDOLYN CREMERS                  
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